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COLLECTIVE REVIEW 


GASTRIC RESECTION AND VARIOUS 


ING THE CONTINUITY OF THE 


YNHE history of gastric resection, now some 
four and one-half decades old, began in 1879 
with Péan who first resected a stomach for 

pyloric cancer and joined the stomach and the 
duodenum end-to-end. The more difficult: prob- 
lems in this operation were always connected, not 
with the resection itself, but with the re-establish- 
ment of the continuity of the gastro-intestinal tract 
after the removal of the diseased part. 

All methods so far proposed can be schemati- 
cally placed into four groups: (1) end-to-end 
anastomosis of the gastric and the duodenal 
stumps; (2) closure of the stomach end and im- 
plantation of the duodenal stump into the side of 
the stomach; (3) closure of both segments and a 
separate gastro-enterostomy side-to-side; and (4) 
closure of the duodenal stump and implantation 
of the gastric wound into the jejunum, end-to-side. 

When we touch upon the matter of terminology 
we are at once confronted with difficulties. As a 
result of the long-practiced custom in surgical 
writings of naming operations after their origina- 
tors, there is today a multiplicity of names that 
does not make for the clarity or accuracy so de- 
sirable in scientific work. Attempts at a more 
uniform and more scientific nomenclature have 
been made from time to time. As early as 1898 
Tuffier (21) proposed the abandonment of proper 
names and the substitution for them of names 
descriptive of the method itself. He suggested 
the following terms: (1) anastomose lermino- 
terminale; (2) anastomose lermino-latérale; and (3) 
anastomose latéro-latérale. 
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In 1916, Narath (16), in a most accurate his- 
torical study of the subject, arrived at the con- 
clusion that only the names “Billroth IT’ 
“ Billroth IL”? should be retained. 
methods, which he regarded as only modifications 
of the Billroth IL method, he proposed a very 
accurate descriptive nomenclature in rather in- 
volved Latin. A glance at the contemporaneous 
literature shows that neither Tuffier’s nor Nar- 
ath’s schemes are being followed. 
English literature one reads about a “Pélya 
in the German literature the same 
method is described under a variety of names, 
such as the von Hacker, the Kroenlein-von Mik- 
ulicz, the Hofmeister, and the Reichel-Pélya op- 


For the newer 


It seems to me that in the English phrases 
“end-to-end,” “side-to-side,” and “ end-to-side”’ 
we possess descriptive terms which have the 
advantages of both simplicity and scientific ac- 
In the use of these linked terms it is 
necessary to remember only that the first: word 
refers to the stomach. 


GROUP I-—-END-TO-END ANASTOMOSIS 


ras the first to 
In 1880, Rydigier, 
Their patients, 


As mentioned, Péan, in 1879, 
perform a gastric resection. 
was the second to attempt it. 
however, did not survive the operation. 
Billroth successfully carried out this procedure in 
a case of pyloric carcinoma. Thereafter the method 
became universally known as the “Billroth I 
method.” It consists in the removal of part or 
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Fig. 1. Fig. 2. 
Fig. 1. The Billroth I operation. 
Vig. 2. The Billroth IL operation with an anterior 
gastro-enterostomy. 


all of the pyloric portion of the stomach with end- 
to-end anastomosis of the gastric and duodenal 
stumps. 

Physiologically, it is an ideal operation; it re- 
stores normal anatomical relations and allows 
the stomach contents to pass out in the accus- 
tomed way into the first part of the duodenum. 
Certain purely mechanical conditions, however, 
soon mitigated against its successful application. 
Experience demonstrated that it was not always 
possible to bring the two segments together 
without more or less tension, and that because 
of the difference in the diameters of the gastric 
and the duodenal segment the suture lines 
often met at an angle. This angle proved to be 
the weakest part of the anastomosis, and in the 
presence of even slight tension the sutures cut 
out, producing leakage and peritonitis. The -so- 
called “fatal suture angle” brought the operation 
into temporary disrepute. Billroth himself aban- 
doned it in 1885 in favor of a radically different 
procedure. 

In the last decade and a half there has been at 
least a partial return to the Billroth I method as 
brilliant technical advances in gastric surgery 
have decreased the dangers mentioned. Von 
Haberer, in particular, obtained excellent results 
with it, and was able to report eighty consecutive 
cases without a death. Of course the conditio sine 
qua non is the avoidance of even the slightest ten- 
sion upon the anastomotic suture line. 

Kocher’s method of mobilizing the duodenum 
proved very valuable in this connection. It con- 
sists in incising the parietal peritoneum lateral 
to the duodenum. W. J. Mayo (14) pointed out 
that there need be no difficulty in freeing the 
stomach. To accomplish this, he advises early 
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Fig. 4. 


Fig. 3. 
Fig. 3. The Billroth II operation with posterior gastro- 
enterostomy. 
lig. 4. Kocher’s operation. 


ligation of the gastric artery and a sufficiently 
high division of the hepatogastric ligament. He 
pointed out also that after the Billroth I method 
there is a tendency for the stomach to drop to the 
left of the spine, its weight exerting an injurious 
strain on the suture line. A point on the anterior 
wall of the stomach sufficiently far to the left is 
chosen, and the stomach is drawn to the right and 
attached to the suspensory ligament of the liver by 
several catgut sutures in a manner to bring the 
entire anastomosis to the right of the spine. Mayo 
advises also the tacking of the edge of the omen- 
tum under the anastomosis to make the suture 
line safer and prevent the formation of adhesions 
to the pancreas. 

In the Mayo Clinic the method finds frequent 
application in suitable cases of cancer and peptic 
ulcer. Until recently, Bier, Finsterer, and espe- 
cially von Haberer made extensive use of the 
method. 

Sleeve resection. Sleeve resection was proposed 
by Riedel in 1904 for callous ulcers in the body of 
the stomach. Technically it was both logical and 
not difficult to carry out. Because it gave better 
results than the wedge excision of ulcers it was 
given a wide application by such prominent 
authorities in gastric surgery as the Mayos, Judd, 
von Eiselsberg, von Haberer, Payr, and Enderlen. 
The immediate mortality was not high. The re- 
mote results, however, proved disappointing. 
Among the frequent complications were hour- 
glass contraction, recurrence of the ulceration 
especially along the suture line, and adhesions to 
the pancreas. Von Haberer pointed out that 
this operation did not do away with the pyloro- 
spasm. Finsterer objected to it on the ground 
that it did not diminish the acidity. 
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GROUP II—SIDE-TO-END, KOCHER’S METHOD 

In 1890 Kocher introduced an original method 
calculated to avoid the dangerous angle produced 
by the Billroth I method. In this operation, after 
resection of the pyloric portion, the stomach was 
sewed up and the end of the duodenum was im- 
planted into the posterior side of the stomach, 
side-to-end. In connection with the procedure 
Kocher made frequent use of his method of 
mobilizing the duodenum. Because the operation 
presented no advantages over Billroth’s first 
method and was more complicated and difficult to 
carry out, it was soon abandoned. 


GROUP III-——SIDE-TO-SIDE ANASTOMOSIS 


Side-to-side anastomosis was proposed by Bill- 
roth in 1885 for cases requiring more extensive re- 
section in which his first method could not be used 
without causing considerable tension. After resec- 
tion of as much of the stomach as necessary, both 
the gastric and the duodenal stump were closed. 
The continuity of the gastro-intestinal tract was 
then restored by a separate anastomosis between 
the stomach and a loop of jejunum in side-to-side 
fashion. Here was a procedure radically different 
from Billroth’s first method. No attempt was 
made at the restoration of normal relations. It 
became possible, however, to resect much more of 
the stomach without tension upon the anastomo- 
sis. This fact made such a vast difference in the 
immediate results that the method became the 
procedure of choice. It received the widest ap- 
plication everywhere, and until the last decade 
was the operation most widely used in the treat- 
ment of both carcinoma and ulcer of the stomach. 

It was not, however, free from certain objec- 
tions. In the earlier days of its use the duodenal 
stump was a frequent source of trouble. Its 
closure at times proved insufficient, leading to 
either a fatal peritonitis or the formation of a 
duodenal fistula. Several causes contributed to 
this complication. The absence of peritoneum on 
the posterior aspect of the duodenum and the 
necessity at times of separating the duodenum 
from the pancreas frequently compromised the 
blood supply of the duodenum, causing necrosis 
of its wall. In some cases, also, twisting or com- 
pression of the proximal jejunal loop or the re- 
gurgitation of stomach contents into the blind 
loop caused distention and consequent giving way 
of the sutures. When injury to the pancreas could 
not be avoided, the effect of the digestive ferments 
upon the suture line was an important factor. 

Recent technical advances have decreased these 
dangers so that today they are negligible. No 
difficulty is now experienced in invaginating and 
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Fig. 5. The first illustration of a terminolateral anasto- 
mosis in which the lower portion of the gastric segment was 
utilized (von Eiselsberg). 





peritonizing the duodenal stump. The formerly 
much dreaded vicious Circle will not occur if the 
anastomosis is performed correctly and if the no- 
loop method of Mayo is employed. 

A far weightier objection to the Billroth II 
method is the occurrence of gastrojejunal ulcer. 
While this is not a frequent complication, it is the 
most formidable with which the surgeon has to deal. 
The ulcer has a tendency to become callous early 
and to penettate into the neighboring organs. Its 
cause has been a matter of much speculation, and 
is not yet known. The main factor in its genesis 
seems to be the perverted physiology to which 
the loop of jejunum is subjected. The jejunum 
was not intended to withstand the corrosive action 
of the acid gastric juice. At one time the use of 
unabsorbable sutures was blamed. Finsterer be- 
lieves that more radical resection has the ad- 
vantage of reducing the acidity and thus prevent- 
ing the recurrence of ulcers in general and of 
jejunal ulcers in particular. 


GROUP IV-—-END-TO-S'DE ANASTOMOSIS 


In end-to-side anastomosis as much of the stom- 
ach is resected as is necessary and the duodenum 
is closed but the gastric stump is utilized for an 
anastomosis with a loop of jejunum, end-to-side 
fashion. Either all or a part of the gastric end may 
be utilized. 

In its present more or less perfected form this 
seems to have supplanted all other methods. In 
the English and the French literatures it is spoken 
of more and more as the “ Pélya operation,” but 
in the German literature, as previously remarked, 
it is called by various names, such as the 
Kroenlein-von Mikulicz, von Hacker, Hofmeister, 
Reichel, Pélya, and Reichel-Pélya operation. 

The history of the procedure is interesting in 
that it encompasses most of the important ad- 
vances in gastric surgery. In a review of the 
literature we find that the idea first occurred to 
von Hacker, an assistant in Billroth’s clinic, as 
early as 1885. In the first report on the use of the 
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Fig. 6. Hlustration by Kroenlein to show the difference between the Billroth II 
method and the terminolateral gastrojejunostomy. The whole stomach end was im- 


planted into the jejunum. 


Billroth IT method, von Hacker (7) expressed the 
thought that in cases requiring very extensive re- 
section the lower part of the stomach end could 
be utilized for implantation into the side of a loop 
of jejunum. In 1887, Kroenlein performed the 
first operation of that kind in a case of traumatic 
pyloric stenosis. He implanted the whole gastric 
wound into a loop of jejunum which he brought up 
in front of the colon. Von Eiselsberg (4), then an 
assistant of Billroth’s, attempted this method in 
1888. He brought a loop of jejunum in front of 
the colon and anastomosed it to the lower end of 
the stomach stump (Fig. 5). Roux (19) of Lau- 
sanne operated upon two cases by the same 
method in 1880. 

Until 1890 gastric resection was undertaken 
almost exclusively for carcinoma. The method of 
choice with most surgeons was the Billroth I 
procedure, the gastro-enterostomy being, of 
course, of the anterior type as originally proposed 
by Woelfler. : 

It appears that Roux in 1893 was the first to 
pull a loop of jejunum through a slit in the meso- 
colon and to perform a posterior gastro-enteros- 
tomy after a stomach resection (Kolbe, 8). He 
added to the operation a Y entero-anastomosis. 
In 1894 a retrocolic posterior gastro-enterostomy 
was performed first by Braun, and a few months 
later by von Hacker. Thereafter, the posterior 
gastro-enterostomy entirely supplanted the an- 
terior anastomosis. 

In 1898 von Mikulicz (15) reported on the use 
of the end-to-side method in his clinic. He did 
not state whether he brought the jejunum in front 
of or behind the colon. He used the lower end of 
the gastric stump, and performed his anastomosis 
with the aid of a Murphy button. 


In the third decade of gastric surgery (1901 to 
1910) the method was further advanced by 
Doyen, Tuffier (22), Delagéniére, Moynihan, and 
others. The results, however, were still discourag- 
ing. Most of the patients operated upon early 
died. Doyen spoke disparagingly of the meth- 
od and pronounced faulty all operations resulting 
in T suture. As late as 1906 Leriche (10) came to 
the conclusion that the method presented no ad- 
vantages and should be abandoned because of its 
high mortality. 

An analysis of the failures gleaned from the 
postmortem records offers a ready explanation for 
the poor results obtained with a method which 
today gives almost ideal results. In the first 
place the operation was performed almost ex- 
clusively for carcinoma. The patients were fre- 
quently anemic, cachectic, dehydrated, and cer- 
tainly poor risks. Imperfections and errors in 
technique explained such complications as twist- 
ing or compression of the jejunal loop, vicious 
circle, insufficiency of the suture line, ete. 

In contrast to the gloomy view of Leriche and 
Tuffier were the results of Hofmeister. From the 
reports of Stumpf (20) in 1908 and of Burk (2) 
in 1911 it is evident that Hofmeister considerably 
elaborated the method. In the period from 1905 
to 1907 he used it in ten cases, and in the next four 
years in forty-six cases. According to Stumpf, the 
uppermost coil of jejunum was brought up 
through a slit in the mesocolon and sutured to the 
lower end of the gastric stump. In some cases 
the entire gastric end was used for implantation. 
The tear in the mesocolon was sutured to the 
stomach wall. 

Burk (2) described Hofmeister’s technique in 
detail. When the duodenum and the pylorus were 
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mobile and easily reached the resection was fre- 
quently begun from the duodenal side. The 
stomach and the duodenum were seized with 
clamps about 2 or 3 cm. below the pylorus and 
the bowel was severed. The cut surfaces were 
cauterized with a Paquelin cautery. Next, the 
stomach was freed by clamping and ligating the 
small and the gastrocolic omenta. Adhesions to 
neighboring structures, the liver or pancreas, 
were separated by sharp dissection close to the 
stomach wall. In cases in which a callous ulcer 
had perforated into one of these organs the ulcer 
yas separated from the stomach wall and left in 
situ and the hole in the stomach was closed with a 
tampon and a finger. The ulcer bed was removed 
as far as possible with a knife and Paquelin cau- 
tery. This particular area was drained. 

The duodenal stump was sewed with catgut, in- 
vaginated, and covered over with an additional 
serous suture of catgut. Next, the transverse 
colon was lifted. At this stage the ileocecal arez 
was investigated and the appendix removed. A 
slit was made in the mesocolon, the uppermost 
loop of the jejunum was brought through, and 
the colon was replaced. Then a portion of the 
gastric end, usually about one-third, was closed 
with catgut mattress sutures and an anastomosis 
was performed between the remaining portion and 
the upper loop of jejunum. A sero-serous suture 
was made between the two, and after incision 
into the serosa and the muscularis of the bowel 
the clamps were removed. Catgut was used for 
all of the layers as in several cases re-operated 
upon months later it was found that silk occa- 
sionally failed to cut out and produced small 
ulcerations. 

The attempt was made to form a wide anasto- 
mosis so that the stoma would be at least three 
fingerbreadths in width. The anastomosis was 
pulled through the opening in the mesocolon, the 
edges of which were sutured to the stomach 
wall. At the conclusion of the operation the 
stomach lay perpendicular to the loop of jejunum. 
The deepest point of the anastomosis was on the 
greater curvature. The efferent loop ran down- 
ward and to the left. The antecolic method with 
a long loop was used only in exceptional cases— 
for example, where the colon lay high under the 
stomach and the mesocolon was shrunken. In 
such cases Braun’s entero-anastomosis was al- 
ways added. 

Particular attention was called to the smooth 
convalescence. The absence of vomiting was at- 
tributed to the wide stoma. The remote results 
checked up by chemical and roentgenological 
studies were also good. 








Fig. 7. The Pélya operation as performed by Pélva. 


At about the same time (1911) Reichel (18) 
described the same technique. He did not men- 
tion previous reports of it. A short time later 
there appeared a brief contribution by the Hun- 
garian surgeon, Pélya (17). ‘This was illustrated 
by drawings. Pdlya stated that in cases requiring 
extensive resection, in which the Kocher method 
was not applicable, he anastomosed the entire 
gastric end, end-to-side, with a loop of the jeju- 
num. He summarized the advantages of the 
method as follows: 

1. The anastomosis is easily performed with- 
out tension upon the suture line. 

2. The suture line is secure because of wide 
overlapping by serosa. 

3. The conditions for the emptying of the 
stomach contents are very favorable because the 
stoma is wide and physiologically correct. 

4. The use of the long loop is avoided as in 
Mayo’s no loop gastro-enterostomy. 

5. The procedure is time-saving because the 
stomach is not sewed separately. 

Finsterer (5) in 1913 advocated very radical 
resection of the stomach for the cure of ulcer on 
the ground that the acidity is reduced thereby. 
The method described by him, however, in no 
wise differed from that of Reichel or Hofmeister. 

In America, W. J. Mayo (12) in 1914 wrote 
enthusiastically about the method he chose to 
call the “Pélya operation.” He described it as 
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follows: “The diseased portion of the stomach is 
removed in the ordinary way and the stump of 
ducdenum is closed and buried. An opening is 
made in the avascular arcade of the transverse 
mesocolon and the upper jejunum pulled through 
until it can be easily brought into contact with 
the stomach. The end of the stomach, which is 
held in the crushing clamp of Payr, is united by 
suture to the loop of jejunum, quite as the ordi- 
nary gastro-enterostomy is made. If the diameter 
of the end of the stomach be very large it can eas- 
ily be diminished by placing the sutures in such a 
manner as to take a proportionately greater bite 
in the stomach than in the intestine, thus reducing 
the lumen of the stomach as the suturing pro- 
gresses. 

“The stomach is anastomosed to the jejunum 
at a point where the jejunal blood supply is ex- 
traordinarily good, and the jejunum can be de- 
pended upon to do more than its share in the heal- 
ing process. Before the inner through-and- 
through sutures are placed, the stomach and the 
gut are grasped with elastic holding clamps to 
prevent soiling; the inner row of sutures is then 
run entirely around and the outer row completed. 
The entire anastomosed end of the stomach is 
then drawn down below the transverse mesocolon 
and the margins of the opening in the mesocolon 
carefully attached by a number of sutures to the 
wall of the stomach. 

“This operation has some obvious advantages. 
It saves the time consumed in closing the end of 
the stomach. Unless further experience shows 
some contra-indication, I predict for this proce- 
dure a large field of usefulness if it does not become 
the method of choice.” ’ 

It seems that the swing of the pendulum is 
toward the method just described, that is, gastric 
resection as extensive as is indicated by the 
pathological conditions present and a posterior 
retrocolic terminolateral anastomosis. It is of 
little importance whether the entire gastric end 
or the lower part of it is used. This depends 
upon the size of the stomach wound and the size 
of the stoma desired. 

From this short sketch it appears that the 
method passed through a rather slow evolution. 
It was first conceived by von Hacker in 1885 
and was first used by Kroenlein. It was experi- 
mented with and elaborated by von Eiselsberg, 
Roux, von Mikulicz, Delagéniére, Doyen, and 
others. In its present form, to which it was 
brought by Hofmeister, it has been given further 
application by a great number of surgeons— 
Reichel, Sasse, Pélya, Finsterer, the Mayos, 
Moynihan, and others. 
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Perhaps the principal advantage of the method 
is that it allows very radical resection without ten- 
sion upon the anastomotic line. In a small per- 
centage of cases, however, it may be followed by 
peptic jejunal ulcer. Because of one such experi- 
ence von Haberer (6) discontinued its use. For 
years a consistent adherent of the Billroth | 
method, he modified this procedure so as to make 
it meet the demands of more radical resection. In 
1922 he published a description of the modifica- 
tion, which he calls the “ Billroth I method with 
terminolateral gastroduodenostomy.” He _ im- 
plants all or a part of the gastric stump into the 
descending portion of the duodenum. In exten- 
sive resections, mobilization of the duodenum be- 
comes necessary. When the mesentery is fat or 
an extensive periduodenitis is present this may be 
difficult. Among the unpleasant features of the 
method are the occasional formation of a hama- 
toma during the liberation of the duodenum, and 
the vomiting of bile the first few days after the 
operation. The latter is due to the fact that, as 
the common duct empties its contents opposite 
the anastomosis, a good deal of bile gets into the 
stomach. 

Of seventeen patients operated upon by this 
method only one died as the result of insufficiency 
of the suture line. In von Haberer’s opinion, this 
operation is more physiological than any of the 
others, and it eliminates the occurrence of peptic 
jejunal ulcer. It is difficult to pass judgment 
upon the method, however, as it has not been 
given a trial by other surgeons. For the present 
at least it seems that the posterior retrocolic 
terminolateral gastrojejunostomy is the operation 
of choice. 
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ABSTRACTS OF CURRENT LITERATURE 
SURGERY OF THE HEAD AND NECK 


EYE Extra-ocular imbalances are esophoria, exophoria, 

a we _ cyclophoria, and hyperphoria. In esophoria the 
O'Connor, R.: Head Pains of Ocular Origin. Cal- Corrective effort falls on the weaker divergers, while 
ifornia & West. Med., 1925, xxiii, 1152. 







































in exophoria it depends upon the stronger convergers. 
The author estimates that about 70 per cent of | Cyclophoria is corrected by the oblique muscles, and 
headaches are due to ocular causes, and emphasizes —hyperphoria by prisms or operative measures. In 
the fallacy of concluding that when headaches and persons working at distances of less than 13 in, 
other symptoms of eyestrain are not relieved by headache may sometimes result from convergence 
glasses nothing further can be done. By a close — insufficiency. In such cases the author has found 
examination the hidden cause may be found in some — that prism binocular magnifiers give relief. 
of the extra-ocular muscles, a mild or beginning Refractive errors call for lenses. Muscle im- 
glaucoma, or some reflex disturbance from the intra- _ balances are treated either by non-operative measures 
nasal or dental regions. Reflex ocular headache, or — such as lens correction, exercises, and prisms in suit- 
the pain felt in the dural terminals of the trigeminus, able cases, or by surgical methods. As the object of 
the dural branches of the upper cervicals, and the operation is primarily the relief of symptoms, the 
recurrent dural branch of the vagus results from author is strongly opposed to the “do nothing” 
overwork of the oculomotor centers, direct irritation policy of those who are unacquainted with the 
of the sensory terminals in the overworked muscle, anatomical cause of true muscle imbalance and who, 
and direct irritation of these sensory terminals by after non-operative measures fail, must wait for a 
fatigue toxins generated in the overacting muscle. miracle to correct the pathological changes. The 
Irritation of the fifth nerve, which is projected to its operations include tenotomy of a muscle not pri- 
dural terminals, is interpreted as headache. marily at fault, a safe shortening by a ‘‘tuck,”’ and 
Ocular causes of headache, aside from glaucoma — the author’s procedure in which strips of tendon are 
and acute inflammatory conditions, are pupillary looped around strands of shortening material laid 
asthenopia, refractive errors, and disturbances due — transverse to the muscle. 
to extra-ocular imbalances. Pupillary asthenopia is O’Connor emphasizes the frequency of glauco- 
due to overstimulation of the pupillo-constrictor matous blindness from non-recognition of the 
mechanism by excessive glare, such as occurs in the disease. This alone should prohibit the examina- 
tropics or under extremely bright artificial illumina- — tion of the eyes by non-medical persons. 


tion. The treatment consists in the correction of re- The ocular apparatus should be thoroughly stud- 
fractive errors and muscle imbalance. ied in all cases of obscure headache. The automatic 
Hyperopic eyestrain results from excessive ac- correction of imbalances means continuous action 


commodative effort over convergence. Therefore — of the nerve centers and muscles involved during the 
when corrective lenses are given to relieve the ciliary hours the subject is awake. 
muscle this acquired habit must be broken. Mvopic Grorce R. McAutirr, M.D. 
eyes are ordinarily lazy, and when a correction is 
given for clear distant vision the eyes are forced to Viner, N., and McMurtry, S. O.: The Arrest of 
work and the patient often complains bitterly. Luetic Optic Atrophy by Cisternal Injection of 
Astigmatism twists objects and the twist is com- Mercury. Canadian M. Ass. J., 1925, Xv, 910. 
pensated for by rotation of the eye about its antero- Formerly it was believed that luetic optic atrophy 
posterior axis by the obliques or by tilting of the always terminated in complete blindness. Gifford, 
head, or by both. Glasses render this unnecessary, who studied this condition carefully and reviewed 
but the habit persists and causes trouble until the — the literature, recently referred to various investiga- 
eyes learn to let the lenses do the work. Anisome- — tors—Karaval, Raviart, and others—who, in exam- 
tropia may be so marked that it is impossible to inations of cases of optic atrophy, found evidences 
obtain satisfactory binocular action, but lenses may — of previous active inflammation in the nerve or visual 
render the condition bearable. Presbyopia in the — tracts but concluded that the changes in the retina 
‘arly stages may cause annoyance from the over- had not originated there and that the first lesion in 
action of the ciliary muscle which is necessary to the nerve is the perivasculitis and endovasculitis 
obtain the proper change of focus in the hardening of tertiary syphilis. Stargardt came to the same 
lens. Retinal asthenopia appears to resist treatment, conclusion. There is no record of the discovery of 
but the more careful the examination the less fre- spirochetes in the nerve at first. Paton is con- 
quently the author finds this condition. vinced that the toxic theory must be abandoned. 
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In a review of previous methods of treating cere- 
brospinal syphilis intensively Gifford found that 
they failed to arrest optic atrophy, and that occa- 
sionally this atrophy occurred even while the treat- 
ment was being given. One method was the injec- 
tion of salvarsan into the lateral ventricles. Suker 
replaced salvarsan with mercury and obtained good 
results. He reported four cases of arrested optic 
atrophy. Gifford and Keegan gave this treatment by 
the cisternal route in five cases. All of the patients 
showed improvement after the first injection and 
four maintained the improvement for from one to 
two and a half years. Gifford drew the following 
conclusions: 

1. The intracranial injection of bichloride of 
mercury has given better results than other methods. 

2. Intracisternal injection is a relatively simple 
and safe procedure. 

3. Improvement in vision, especially after the 
first injection, is presumably evidence of an active 
infiltrative process. 

4. The best results are obtained in early cases 
with definite defects in part of the field but with good 
central vision, at least in one eye, and little evidence 
of other nervous involvement. 

5. In advanced cases of paresis and more gen- 
eral nervous involvement results are not to be 
expected, even if the atrophy has not advanced, 
and the chance of stopping the process in the nerve 
is less. 

The technique of cisternal injections of mercury is 
as follows: 

The cerebrospinal fluid is tapped, an adapter con- 
nected with a rubber tube attached to an open 
20-c.cm. syringe is inserted into.the needle, and about 
10 c.cm. of the fluid are allowed to run into the 
syringe. Ten drops of a solution of bichloride of 
mercury containing 1/50 gr. of the drug are then 
poured into the syringe from a minim flask previously 
prepared. The needle is then steadied, the tube 
pinched, and the syringe shaken. When the mercury 
has been well mixed, the fluid is allowed to flow back 
into the cistern by gravity and the needle is with- 
drawn. 

In a few minutes the patient may begin to vomit 
and complain of headache, but this reaction usually 
subsides after one or two days. 

L. L. McCoy, M.D. 


Mann, I. C.: The Development of the Human Iris. 
Brit. J. Ophth., 1925, ix, 495. 


A study of the human iris was made on embryos 
ranging in size from 4.5 mm. to full term. The smal- 
ler embryos were sectioned whole. After the fourth 
month only the orbital contents were sectioned. In 
one group the eyes were fixed in formol-saline 
solution, the cornea removed, and the eye fixed in 
gelatine hardened in formalin in a glass cell having 
one plane side through which the pupillary mem- 
brane, iris, and lens could be examined with the slit- 
lamp‘ and binocular microscope. The author con- 
cludes as follows: 


1. The development of the iris can be divided into 
four stages: (a) from the fourth to the seventh 
week, before the formation of the anterior chamber 
or ectodermal iris, during which stage the annular 
vessel is formed at the site of the future circulus 
arteriosus iridis major; (b) from the seventh to the 
eleventh week when, with the appearance of the 
anterior chamber, the mesodermal iris is formed; 
(c) from the eleventh to the twelfth week, when the 
ectodermal iris first makes its appearance; and (d) 
from the third to the eighth month, when the pupil- 
lary musculature is formed from the ectodermal iris 
and the central part of the mesodermal iris (up to 
the lesser circle) atrophies, leaving the pupil clear. 

2. The definitive iris shows: (a) a peripheral 
portion consisting of the entire thickness of the 
original mesodermal iris plus the ectodermal iris and 
bounded internally by the circulus iridis minor; (b) 
a central portion consisting of a thinner layer of 
mesoderm which is carried forward secondarily by 
the growth of the ectodermal iris and from the front 
of which the original central part of the mesodermal 
iris (pupillary membrane) has disappeared. 

Vircit Wescott, M.D. 


EAR 


Jones, I. H., and Knudsen, V. O.: Functional Tests 
of Hearing. California & West. Med., 1925, xxiii, 
1166. 

While the vestibular tests have now been stand- 
ardized, no like condition prevails in the functional 
tests of hearing, and our dissatisfaction arises from 
inaccuracies in instruments, the patients’ lack of 
understanding, and our varying interpretation of 
findings. Recent attempts to overcome inadequacies 
have resulted in the invention of the vacuum tube or 
audion bulb, an apparatus used as an oscillator and 
amplifier. Its use as an oscillator is the basis of the 
audiometer with which it is possible to test and 
chart a patient’s auditory acuity. As an amplifier 
it is employed as a speech amplifier, a device for 
quantitative tests of bone conduction, a noise ap- 
paratus, and an audiometer. It makes a direct test 
of the sensitiveness of the cochlea, renders possible 
a differential diagnosis between perceptive and ob- 
structive lesions, makes an approximate quantita- 
tive measurement of the auditory acuity of each 
ear, and can be used to detect malingering or hys- 
terical deafness. It is so simple that it requires only 
one or two minutes for its completion. 

Hearing impairments are classified as conductive 
and perceptive. Conductive impairments result 
from changes in the external and middle ears which 
diminish the transmission efficiency of the conduc- 
tive mechanism, such as obstruction in the external 
auditory canal or the fixation of one or more of the 
moving parts in the middle ear. In obstruction im- 
pairment the expected uniform diminution of audi- 
tory acuity for all tones has been proved by precise 
audiometric tests. Fixation impairment is char- 
acterized by a greater diminution for low tones than 
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for high, as tones of low pitch must possess more 
sound energy than tones of high pitch to elicit sensa- 
tions of equal loudness. This has been demonstrated 
by audiometric measurements. Perceptive impair- 
ments result from changes in the cochlea or eighth 
nerve dependent upon involvement of the most 
delicate parts of the tectorial membrane. They are 
characterized especially by diminution of hearing 
acuity for tones of high pitch. This finding also has 
been substantiated by precise audiometric measure- 
ments. In conduction impairments, appropriate 
amplification of speech and music will restore hear- 
ing, whereas in the perceptive type it usually over- 
works the already weakened receptive apparatus of 
the cochlea. In cases of only slight perceptive im- 
pairment, however, it may improve hearing. 

On the basis of these facts the amplifier part of 
the audio-amplifier is made to give, first, a uniform 
amplification of all the frequency components of the 
conversational voice; second, a low pass amplifica- 
tion or an increase of the low frequency components; 
and third, a high pass amplification or an increase of 
the high frequency components. These three types 
of amplification are attained by introducing between 
the two stages of the vacuum-tube amplifier what is 
known as a “corrective circuit” consisting of an 
inductance, a capacitance, and a resistance which 
are so arranged that any desired amplification can 
be provided by the throwing of a key. The selective 
amplification as described suggests the use of selec- 
tive amplifiers for correcting hearing defects. With 
this principle in mind the authors are at present 
working on a “‘magnaphone.” ‘They hope that 
developments along these lines will place the pre- 
scribing of artificial aids to hearing upon the same 
scientific basis as the grinding of lenses for the correc- 
tion of vision. Grorce R. McAuttirr, M.D. 


Lake, R.: Means and Methods of Testing in Aural 
Disease. Arch. Otlolaryngol., 1925, ii, 340. 

The inaccuracies of the tests of hearing which are 
used today are attributable to the patient, the ex- 
aminer, and the instruments used. The findings 
may be altered by the patient’s “fatigue period” 
and by his failure to understand the test. The inter- 
pretation of the findings depends to some extent on 
the temperament of the examiner. The results of 
the fork tests are influenced by the strength with 
which the fork is struck, the weight of the fork, the 

yay it is held to the ear, and the pressure with which 
it is placed on the skull. 

The Rinne test is best when it is repeated with 
two forks differing by an octave. In the author’s 
opinion, the Bing test is the most valuable, and the 
Weber and Gelle tests are practically worthless. 
With the exception of the Bing test, the monochord 
is more reliable than the forks. Pipes and bells are 
occasionally of use. In middle ear deafness the 
Marconiphone is especially helpful. The voice, 


however, is best of all, not merely asa test of hearing 
but also as a means of estimating improvement. 
Georce R. McAuttrr, M.D. 


Wagers, A. J.: Chronic Otorrhoea, with Special 
Reference to Conservative Treatment. A llantlic 
M.J., 1925, xxviii, 827. 

Wagers believes that present-day medica! grad- 
uates do not sufficiently realize the importance of 
acute inflammations of the ear and the necessity for 
care to prevent a chronic condition. 

In this article he reviews the results in 162 chronic 
discharging ears which were treated and carefully 
studied at the United States Veterans’ Bureau at 
Philadelphia. Cases with perforation high in the 
anterior upper quadrant were the most resistant to 
treatment, many requiring a radical operation. 

Before the treatment was begun the ear was care- 
fully cleaned by means of cotton swabs and by suction 
with the use of from 5 to 10 lbs. of pressure. Granu- 
lation tissue, however small in amount, was removed 
with the aid of alcohol, alum powder, 60 per cent 
silver nitrate, or 25 per cent trichloracetic acid. 
Special curative agents employed were colloidal 
silver, ultraviolet rays, zinc ionization, and a 5 per 
cent solution of mercurochrome-220 in 50 per cent 
alcohol. Zinc ionization was least successful in 
drying the ear. The three other agents were about 
equally effective. In the author’s opinion, the 
thorough cleaning of the ear was probably an impor- 
tant factor leading to recovery. 

Henry M. Goopyear, M.D. 


White, L. E.: Papilloedema of Otitic Origin. Arch. 

Otolaryngol., 1925, li, 371. 

While papilloedema of otitic origin is a very valu- 
able diagnostic sign in meningitis, brain abscess, and 
lateral sinus infection, its absence in such conditions 
does not necessarily. exclude intracranial involve- 
ment. White classifies this sign as marked papil- 
loedema, slight or early papillodema, and blurry 
disk margins or optic neuritis. 

-apilledema was present in fifty-nine cases of 
brain abscess, in 58 per cent of which the lesion was 
cerebellar and in 60 per cent temporosphenoidal. It 
was found also in 44 per cent of cases of meningitis 
and in 4o per cent of cases of lateral sinus involve- 
ment. In the cases of cerebellar lesions it reached 
from 5 to 7 diopters, but in the cases of sinus in- 
volvement it never exceeded 3 diopters. In none of 
184 cases of intracranial involvement which were 
studied was the vision materially impaired. 

In conclusion White states that in such infections 
a correct diagnosis must be made as early as possible. 
To this end, frequent eyeground examinations are 
essential. While papilloedema is a variable accom- 
paniment of increased intracranial pressure, it is a 
valuable guide to surgical intervention. 

Grorce R. McAuttrr, M.D. 


Lillie, H. I., and Lillie, W. I.: Choked Disks in Asso- 
ciation With Surgical Mastoid Disease Without 
Apparent Intradural Involvement. Arch. Olo- 
laryngol., 1925, li, 355. 

In four cases of choked disk associated with sur- 
gical mastoiditis complete recovery resulted. There 








~ wewrmhwnsaA = a= eS oO 


— 























SURGERY OF THE 


was no conclusive evidence of intradural extension, 
although it could not be definitely excluded. Three 
patients were found to have intracranial involve- 
ment in the form of a parasinous abscess while one 
had a pachymeningitis and a large cholesteatoma 
formation pressing on the sinus and cerebellum. One 
patient was subjected to intradural exploration 
without result. 

The mechanism of choked disk in such cases is a 
moot question. Intradural exploration without more 
conclusive evidence of intradural disease is not war- 
ranted. The fundi oculi should be examined in all 
surgical mastoid cases. The incidence of choked 
disk in surgical mastoiditis without intradural ex- 
tension is low, but the condition is sufficiently fre- 
quent to be considered in the differential diagnosis. 


Smith, C.: Abscess of the Gasserian Ganglion 
Complicating Mastoidectomy for Acute Sup- 
purative Mastoiditis; Death; Autopsy. Ann. 
Otol., Rhinol. & Laryngol., 1925, xxxiv, 938. 

Smith reports in detail a case of acute suppurative 
mastoiditis upon which he performed a simple 
mastoidectomy, but an abscess of the gasserian 
ganglion developed later and death resulted. 

He is of the opinion that cases with the slightest 
mastoid symptoms should be operated upon even 
though many patients with the Gradenigo syndrome 
recover without surgical treatment. Choked disk is 
of little if any value as an indication for surgical 
interference as it is present in only a small percentage 
of cases and occurs too late. 

James C. Braswe i, M.D. 


NOSE AND SINUSES 


Salinger, S.: An Adjustable Splint for Fractures of 
the Nose. Ji/linois M. J., 1925, xlviii, 304. 

Numerous splints have been devised for nasal frac- 
tures, but in none has there been definite fixation of 
the apparatus. The author has overcome this defect 
by embedding in a plaster head cast a curved metal 
plate to which is attached a bar for intranasal use, a 
similar bar for use on the side of the nose, and an 
adjustable pad. A Gigli saw is also incorporated in 
the cast to facilitate its removal at the termination 
of the treatment. After the cast is thoroughly dry 
the patient is anesthetized, the fracture reduced, and 
the splint applied. Watchfulness is necessary to pre- 
vent necrosis from the external pressure; the pads 
must be released three times daily for light massage 
and at night they must be entirely released. The 
intranasal bar, which is left in place for from three 
to six days, constitutes the main support of the 
fracture. It is well tolerated, allows sufficient space 
for drainage and breathing, and does not cause 
pressure necrosis of any consequence. 

The advantages of this apparatus are that it 
affords a definite point of fixation from which the 
apparatus can be adjusted; it gives constant intra- 
nasal support of the bony bridge; it produces coun- 
terpressure against the sides of the nose at any 
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desired point; it can be adjusted to any size or shape 
of nose; it obviates the necessity for external dress- 
ings; and it allows treatment of any external injury 
of the nose without interference with the support 
of the bones. Georce R. McAuttier, M.D. 


Mitchell, E. C.: The Paranasal Sinus as a Focus of 
Infection in Children. South. M. J., 1925, xviii, 
686. 


In his study of the paranasal sinuses Mitchell 
familiarized himself with the normal by studying the 
roentgenograms of fifty normal children ranging in 
age from to days to the age of puberty. 

He examined and treated 145 cases of paranasal 
sinus infection. In all of them there was some in- 
volvement of the ethmoids. The ethmoid sinuses 
alone were infected in eighty-four cases, the sphenoid 
in two cases (both children at about the age of 
puberty), and the frontal in two cases. 

As a result of his study Mitchell concludes that 
early infection inhibits the growth of the spheno- 
ethmoid labyrinth and sometimes entirely prevents 
the formation of the frontal sinuses. These un- 
developed sinuses react differently from normal 
sinuses to infections occurring later in life, with the 
consequence that the infections tend toward greater 
chronicity. 

In all of the author’s cases constitutional and local 
medical treatment was given at first and continued 
until it was proved to be of no value. In acute cases 
shrinkage to promote drainage and establish ventila- 
tion was obtained by the use of adrenalin-cocaine, 
and when the discharge was profuse suction was 
used and the nose was irrigated with an alkaline 
solution and then treated with a protective emollient. 
Internally, a mixture containing spirits of camphor, 
tincture of belladonna, and heroin was given. 

In the chronic cases, cod liver oil was administered 
and the local treatment consisted as a rule in suction 
and irrigation and the use of a stimulating oily spray 
containing menthol, camphor, and eucalyptol in 
liquid albolene. This treatment was continued long 
after the disappearance of the discharge. In addi- 
tion, an autogenous vaccine was used routinely. 

Surgical treatment consisted in opening the an- 
trum and inserting a rubber drainage tube to keep 
the opening patent and facilitate washing of the 
antrum. This tube was left in place for one week, 
but the cleansing of the cavity was often continued 
over a much longer period. 

In the majority of the cases the offending organ- 
ism was the streptococcus, but in a few it was the 
staphylococcus aureus. 

The tonsils had been removed previously in all but 
fourteen cases. Failure to recognize the presence of 
sinus infection at the time of the removal of the 
tonsils and adenoids will lead to recurrence of the 
symptoms for which they are removed. 

The author cites some interesting cases in which 
the complaint seemed remote from paranasal sinus 
infection but when this infection was found and 
treated the trouble cleared up. These cases include 
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such conditions as rheumatism, acute and chronic 
pyelitis, bronchitis, bronchial asthma, and acute 
nephritis. V.R. Lapp, M.D. 


MOUTH 


Morrow, H., and Taussig, L.: Some Pathological 
Conditions of the Tongue. California & West. 
Med., 1925, xxiii, 1149. 

Leucoplakia, one of the most common lesions of 
the tongue and mucous membrane of the mouth, is 
of importance particularly because it is apt to be 
followed by malignant changes. It is usually the 
result of often repeated trauma such as that caused 
by smoking, a rough tooth, or lues. Pathologically 
it is a hvperkeratosis with acanthosis. The tran- 
sitory type tends to clear up rapidly without treat- 
ment other than by a mild mouth wash such as 
hyposulphite of soda. In another type there is 
marked thickening for which destructive therapy is 
required. The intermediate types are best treated 
by painting with supersaturated trichloracetic acid. 

Carcinoma of the tongue occurs generally in one 
of two types— the papillomatous or the indurated. 
The papillomatous type is slow-growing, late in 
metastasizing, and frequently curable by surgery. 
The indurated and infiltrating variety usually 
grows rapidly, metastasizes carly, and_ resists 
therapy. The latter form often arises on an old 
leucoplakia, a luetic glossitis, or a gumma of long 
standing. In the differential diagnosis resort should 
be had to a Wassermann or a therapeutic test. In 
the authors’ opinion there is no danger in a biopsy 
in which tissue is taken from the central portion of 
the growth rather than from its border. 

Tuberculosis of the tongue, especially the primary 
form, is a rare condition. Ulcers must be differ- 
entiated from primary syphilitic sores and epi- 
theliomata. In the diagnosis a dark field test should 
be made. Grorce R. McAuutrr, M.D. 


NECK 


Hertzler, A. E.: A Classification of Goiters on a 
Pathological and Clinical Basis. Am. J. Surg., 
1925, XXXiX, 211. 

In Hertzler’s opinion, there is much confusion 
concerning the pathology of goiter because those who 
have talked about the subject greatly outnumber 
those who have studied the pathology of the disease, 
and the majority of those who have studied the 
pathology have been concerned with the specimen 
only. Heretofore two great groups of goiters have 
been recognized, but the classification is difficult 
because of the indiscriminate use of terms such as 
“adenoma” and “‘ Graves’ disease.”’ Graves’ disease, 
includes both the Basedow group of cases and the 
group without eye signs or symptoms typical of 
Basedow disease. These are two distinct groups. 
While Basedow meant to include the type with eye 
signs, Graves included all toxic goiters with and with- 
out eye signs. 


The author’s classification is based upon a series 
of 6,000 cases and is intended to meet the require- 
ments of both the pathological laboratory and the 
clinic. It is of aid also in determining beforehand 
what the end-result in any given case will be with 
and without treatment. The following groups are 
described : 

1. The colloids. 

A. Adolescent. Age: Childhood and early adult 
life; no constitutional, and little, if any, local 
disturbance. The gland: Uniform en- 
largement due to an increase in the colloid 
content of the acini. Histology: Little 
change in the acinal epithelium. 

B. Interstitial. Age: Chiefly early adult life. 
Constitutional symptoms: Mild nervous- 
ness, a moderate variation of the cardiac 
rate, and easily induced fatigue. The gland: 
Small and uniform, firm, and sometimes 
sensitive to pressure. Histology: Vacuoli- 
zation of the colloid, flattened acinal epi- 
thelium, and increased interstitial cells. 

C. Lobulated. Age: Adult life only. Constitu- 
tional symptoms: Little difficulty except 
from the size of goiter (“innocent goiters”’) ; 
possibly toxic symptoms sooner or later. 
The gland: Irregular bilateral enlargement. 
Histology: Large acini filled with colloid, 
with or without some degeneration; epi- 
thelium somewhat flattened; possibly a 
marked increase in the interstitial cells; 
hemorrhage and pseudo-cyst formation. 

D. Degenerated colloids (secondary toxic goiters; 
lobulated colloids that have become toxic); 
Age: Usually after middle life. Constitu- 
tional symptoms: Loss of weight, nervous- 
ness, and nausea. The gland: May or may 
not be larger and firmer. Histology: De- 
generation of acini and colloid; occasional 
areas showing cell proliferation. 

2. The adenomata. 

A. Fetal adenoma. Constitutional symptoms: 
May be extreme with nervousness and loss of 
weight; gland pulsatile; voice not high 
pitched; no capillary dilatation and no eye 
signs indicative of the Basedow syndrome. 
The gland: Uniformly enlarged, firm, and 
hard, and may be sensitive to pressure. 
Histology: A true adenoma with an in- 
crease in the number of acini; epithelium 
stains deeply. 

B. Toxic (non-Basedow)—papillary adenomata. 
Constitutional symptoms: Voice _ high 
pitched; capillary dilatation; general rest- 
lessness; eye signs absent early but later 
pathognomonic; recrudescence likely — to 
occur in later years. The gland: Expansile. 
Histology: Marked gland proliferation but 
with papillation of the acinal epithelium. 

C. Toxic Basedow type. This is an advanced 
stage of Type B. 

Antuony F. Sava, M.D. 
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Coller, F. A.: Inevitable Damage Consequent upon 
Goiter. Boston M.& S.J., 1925, cxciii, 545. 

The author wishes to emphasize the fact that all 
goiters have potentialities for harm and many will 
in time produce serious pathological changes. He 
writes especially of the endemic goiters. 

Endemic goiters are combinations of the colloid 
and adenomatous elements, the former predominat- 
ing in early life and the latter predominating after 
the age of 25 years. The system chiefly attacked is 
the cardiovascular system. While it is impossible to 
determine the gross amount of cardiac damage, it is 
known that hypertension and auricular fibrillation 
frequently occur, presumably as the result of the 
action of a low-grade thyrotoxic agent. Mental 
changes of a minor but disabling nature may be 
produced by this condition; in patients with a 
psycopathic inheritance it may cause even more 
grave abnormalities. No accurate determination 
can be made of the percentage of persons with 
adenomatous goiter who develop hyperthyroidism, 
but with the advance in age to the fifth and sixth 
decades nearly a third of hospital patients with 
adenomatous goiters present measurable hyperthy- 
roidism. That the adenomata are responsible for this 
condition seems clear since their removal promptly 
causes a return of the basal metabolism to normal. 

The author found evidence of some degree of 
tracheal compression in 26 per cent of his patients 
with endemic goiter. This form is considered a 
precancerous lesion with an incidence of malignancy 
of at least 3 per cent. 

In the early years endemic goiter can often be 
prevented by supplying the necessary amount of 
iodine, but later, after the adenomata have devel- 
oped, medication is rarely successful. Because of the 
progressive nature of goiter, surgical removal should 
be done early after the age of 25 years in order to 
decrease the morbidity otherwise to be expected. 

Grorce R. McAuuier, M.D. 


Lahey, F. H.: The Use of Iodine in Goiter. Boston 
M. & S.J., 1925, cxciii, 487. 
lodine is of value as a prophylactic agent against 
the development of goiter in children in regions 
where goiter is endemic and the iodine content of the 
water is low. It is valuable also in the pre-operative 
preparation of patients with toxic thyroid conditions. 
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The danger in the administration of iodine in the 
New England states is its employment in nodular or 
adenomatous goiter. In such cases its use converts 
a non-toxic adenoma into a toxic adenoma. It 
should therefore not be given when nodules can be 
palpated. 

In the Lahey Clinic the use of Lugol’s solution 
has practically eliminated preliminary pole ligation, 
has made it possible to complete a subtotal thy- 
roidectomy in one stage in the great majority of 
cases, has saved many desperately toxic patients of 
the type which previously died before any operation 
could be performed, and has almost completely done 
away with postoperative thyroid reactions. 

Of 116 operations performed upon patients with 
primary hyperthyroidism or exophthalmic goiter in 
the year from July 1, 1924, to July 1, 1925, 100 were 
completed in one stage and sixteen in two stages. 
No preliminary ligations were done. Of the opera- 
tions performed in 1923, only 37.8 per cent were done 
in one stage. This change was made possible solely 
by the use of Lugol’s solution and pre-operative rest 
in bed. 

Lugol’s solution is not a cure for exophthalmic 
goiter. It is used only to prepare patients for opera- 
tion. In the Lahey Clinic not a single cure has been 
obtained in patients who have taken Lugol’s solution 
over long periods of time. 

The use of Lugol’s solution in borderline cases in 
which there are few if any of the typical symptoms 
increases the difficulty of diagnosis. 

It must not be assumed that because Lugol’s solu- 
tion is valuable in pre-operative preparation, that 
every patient who has been treated with it can stand 
a subtotal thyroidectomy in one stage. The surgeon 
must always bear in mind the intensity of the 
thyroidism previous to the administration of Lugol’s 
solution. 

Since the use of Lugol’s solution, Lahey has noted 
an increase in the incidence of myxoedema following 
subtotal thyroidectomy. He believes that this is 
explained by the fact that the type of thyroid tissue 
remaining after thyroidectomy in patients who have 
had Lugol’s solution is much less active than that 
remaining in those who have not received Lugol’s 
solution. This histological change has been described 
by Cattell and is shown by illustrations in this 
article. J. Frank Doucuty, M.D. 











BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Davidson, E. C., and Allen, C. I.: The Blood-Glucose 
Curve in Head Injuries. Bull... Johns Hopkins 
Hosp., Balt., 1925, xxxvii, 217. 

The fact that glycosuria occurs after serious head 
injuries in a certain small percentage of cases sug- 
gested to the authors the possibility that a significant 
disturbance of carbohydrate metabolism might be 
found much more generally in such cases if more re- 
fined methods could be utilized for detecting it. It 
appeared possible, also, that such information might 
serve as an index of the extent and severity of the 
damage to the brain tissue. 

The blood-sugar curve following the intravenous 
injection of 25 gm. of glucose was determined in 
filteen normal persons, twelve cases of concussion of 
the brain, and eighteen cases of fracture of the skull. 
In concussion of the brain and fracture of the skull 
the average blood sugar values in the fasting state 
were found to be within normal limits. In concussion 
of the brain the average value at the end of fifteen 
minutes was much higher than that for normal 
persons and the curve fell to the fasting level much 
more slowly. In cases of fracture of the skull the 
fifteen-minute blood-sugar values showed elevations 
even higher than those found in concussion, and the 
fallof the curve to the fasting level was still more 
delayed. Subsequent observations on both types of 
head injury during late convalescence revealed 
curves quite like those obtained in the control cases 
and gave no support to the theory of a traumatic 
origin of diabetes mellitus. 

The more serious the injury, the more striking was 
the disturbance in the blood-sugar reaction following 
the administration of glucose. No relationship was 
observed between the spinal fluid pressure and the 
blood-sugar reaction following the administration of 
glucose. STANLEY J. SEEGER, M.D. 


Béraud: Seventy-Two Trephinations for War 
Wounds Treated by Primary Suture in 1914 and 
1915; Results After Nine and Ten Years (Soix- 
ante-douze trépanations pour blessures de guerre 
traitées par la suture primitive, 1914-1915; résul- 
tats neuf et dix ans aprés). Rev. de chir., Par., 1925, 
xliv, 523. 

Béraud was among the first to advocate débride- 
ment and primary suture of head wounds. During 
the war, most skull wounds were operated upon 
within from six to thirty-six hours after the injury. 
Upon the patient’s arrival at the hospital the hair 
was clipped and the wound cleansed rapidly, painted 
with tincture of iodine, and dressed aseptically. At 
operation, performed several hours later, the entire 
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head was shaved and painted with tincture of iodine. 
Unless the patient was in deep coma, the operation 
was performed under general chloroform anzsthesia. 

Around the wound a semicircular or elliptical in- 
cision including all of the structures was made to 
form a flap from 8 to 12 cm. in diameter, and the 
flap was turned back. The site of the pedicle de- 
pended upon the blood supply and drainage. Hamo- 
stasis was obtained by means of a T clamp or a 
large Doyen clamp with a wide bite. Any traumatic 
perforation of the skull was enlarged and made reg- 
ular with rongeurs. Hamorrhage from a wounded 
sinus was stopped by pressure with gauze. Béraud 
opened the longitudinal and lateral sinus or found 
them open and twice discovered a tear of the tor- 
cular herophili. 

In tangential wounds apparently involving only 
the scalp an extensive comminution of the inner 
table or an effusion outside of or under the dura 
was always found. Hence, even when the external 
skull was intact or only minutely contused, Béraud 
always trephined. The skull was perforated at three 
points to form a triangular bone flap around any 
visible lesion and the sides of the triangle so formed 
were divided with a chisel or rongeurs. The bone 
was then removed and the opening enlarged. 
Ragged meninges, splinters, foreign bodies, and all 
dead or abnormal brain substance were removed, 
hamostasis was obtained with care, and the cerebral 
tract was explored with the ungloved iodine-painted 
index finger. 

After débridement the tract was painted with 
iodine and the scalp injury was trimmed to form a 
linear wound with clean bleeding edges and tightly 
sutured with horsehair sutures which preferably 
were non-perforating. The scalp flap was then closed 
completely over the bone defect except where the 
gauze pack or drain protruded, and the scalp was 
painted with iodine and covered with a dry dressing 
causing light compression. Unless there was pain 
or fever the wound was not redressed until the 
fourth day, when one-half of the stitches were re- 
moved and, if no oozing occurred, the drain also 
was taken out. The remaining sutures were removed 
on the tenth day. After from fifteen to twenty days 
the patient was allowed to get up and was evacuated 
as a “‘sitting”’ case with the cicatrized scar hidden by 
hair. 

This technique gave a postoperative course that 
was almost always afebrile. Frequently the symp- 
toms were relieved from the first day, and in some 
cases complete functional recovery resulted. The 
pus, sphacelation, oozing of blood, and cerebral 
hernia associated with the old method were largely 
eliminated. The foul and more or less mortified 
cerebral fungus gave place to primary union which 
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in most cases was rapid but in some instances was a 
little delayed by a slight serous drainage. 

Béraud reviews seventy-two cases, nine of which 
were treated by the old open method. Twenty-five 
of the patients died within three months—thirteen 
in the first three days, four between the fourth and 
tenth days, three within two months, and one after 
three months. If the one who died after three 
months from intercurrent disease is omitted, the 
total operative mortality was 33.33 per cent. The 
mortality up to the second week after the operation 
was 29.16 per cent or, if the cases which were hope- 
less on their admission to the hospital are omitted, 
20 per cent. 

The deaths occurring on the first and second days 
were due to extensive traumatism or traumatic or 
operative shock; those occurring in the first three 
days, to extensive traumatism or traumatic men- 
ingitis; those occurring between the third and 
thirtieth days, to inflammatory complications with 
local suppuration, diffuse meningo-encephalitis, and 
cerebral hernia; and those occurring within two 
months, to inflammation with disturbances such as 
hemiplegia, epilepsy, and mental confusion. One 
case of open wound showed intense infection and 
cerebral hernia. ‘The death occurring at the end of 
three months was due to embolism during pneu- 
monia. 

Of ten patients who died within nine years after 
the operation, four died from accidents (train, auto- 
mobile, gunshot wounds) and two from disease 
(purulent pleurisy and tuberculosis). Only four 
deaths were attributable to the original injury. If 
these are included with the twenty-four early 
deaths, the mortality was 38.88 per cent. Two of 
them followed another operation performed two and 
one-half years after the first one; and one, a latent 
infection. One was a sudden death. 

The author concludes that the secondary mortality 
in cases of skull wounds is much lower and sudden 
death is less frequent than is generally believed. 
Three of the four late deaths in the cases reviewed 
he attributes to the lighting up of apparently extinct 
foci of infection. 

According to the type of wound, the mortality 
was as follows: in eighteen cases of tangential (non- 
penetrating) wounds, 11.11 per cent; in twenty-six 
cases of secantial (penetrating) wounds, 46.15 per 
cent; in eighteen cases of wounds of entrance, 50 
per cent; and in ten cases of wounds of entrance and 
exit, 50 per cent. In secantial wounds the zone of 
cerebral disintegration was always very extensive. 

In seven cases in which the projectile in the brain 
was removed there were five deaths, the mortality 
being therefore 71.42 per cent. ‘Two of the deaths 


_occurred early and three were late. In twelve 


cases in which the projectile was not removed there 
were four deaths, a mortality of 33.3 per cent. All of 
these deaths occurred early. 

The paradoxically low mortality of twelve treph- 
inations without removal of the foreign body 
demonstrates the tolerance of the brain to small 
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deeply 'odged shell fragments. In the three cases in 
which the projectile was located with the X-ray the 
patient refused to allow its extraction at a later 
date because his general health was not affected. 

In the thirty-seven patients who are still alive nine 
years after the operation the disability in nine is 
minimal; in eight, moderate; in nine, marked; in ten, 
very great; and in one, unknown. Twenty-two pa- 
tients have the same occupation as before the opera- 
tion, seven have changed to less difficult work, four 
have taken official employment reserved for the 
disabled, and four do not work. Eighteen are 
farmers. Of the eleven who have married nearly all 
have children. One patient with a secantial cranio- 
cerebral wound of the left temporal region from a 
shell fragment complains of slight vertigo but has 
passed his examinations fora doctorate and is now 
practicing. Watter C. Burket, M.D. 


Fisher, L.: The Present Status of Vestibular Tests 
in Intracranial Conditions. Laryngoscope, 1925, 
xxxv, 657. 

In order to obtain more accurate data relative to 
the vestibular tests in intracranial conditions the 
author made, a study of the records of 103 cases 
which were treated at the University of Pennsylvania 
Hospital and in which the diagnosis was verified by 
operation or autopsy. 

He found that vertigo and past-pointing are relia- 
ble indications of the condition of the contents of the 
posterior fossa. A cerebellar lesion is usually asso- 
ciated with impaired vertigo and past-pointing. 
Good vertigo and past-pointing are strongly in- 
dicative of a normal cerebellum. 

Another feature of cerebellar lesions is the lack of 
susceptibility of the patient to vestibular stimula- 
tion. Nausea, pallor, sweating, and vomiting as the 
result of douching and turning practically never oc- 
curred in cases of vestibular disease, and when they 
did occur were regarded almost as definite indica- 
tions that the lesion was not cerebellar. 

No definite phenomenon-complex was noted for 
cerebral lesions. In the case of a patient with un- 
mistakable neuro-otological signs of a brain lesion 
who is easily made sick by turning or douching, the 
lesion is cerebral. If, on the other hand, large doses 
of ear stimulation do not upset him the lesion is 
cerebellar. The presence of conjugate deviation of 
the eyes instead of a full nystagmus following stimu- 
lation is a fairly accurate indication of the side on 
which the lesion is located. 

The author reports several selected cases from the 
number reviewed to illustrate more forcibly the value 
of vestibular findings. James C. Braswett, M.D. 


Adson, A. W.: Surgical Treatment of Facial Paraly- 
sis. Arch. Otolaryngol., 1925, ii, 217. 


The author reviews the literature, anatomy, and 
surgical indications of facial paralysis and compares 
the various surgical procedures. He states that most 
patients with facial palsy of inflammatory origin re- 
cover spontaneously. If no signs of recovery are 
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noted within six months, some type of nerve anasto- 
mosis is indicated. The preferred procedure is end- 
to-end suture within the facial canal, but very often 
this is not possible and nerve substitution must be 
employed. Some surgeons advocate the transference 
of the proximal end of the spinal accessory to the 
distal end of the facial, while others claim that 
anastomosis of the proximal end of the hypoglossal 
to the distal end of the facial gives the best results. 

In the author’s judgment there is little choice 
between these two methods since both have their 
advantages and disadvantages. More important are 
the factors involved in the anastomosis, such as 
accurate approximation, between the proximal and 
distal ends of the nerves sutured with interrupted 
sutures of silk and the time of the repair, which 
should be as soon as possible after the injury. 

The degree of improvement depends not only upon 
the duration of the paralysis and the accuracy of the 
anastomosis, but also upon the patient’s intelligence, 
since his ability to dissociate movements of the face 
from those of the shoulder or the tongue depends 
upon his mentality and co-operation in carrying out 
persistently the necessary exercises. 

When the paralysis has existed for more than 
three years, little can be expected from nerve 
anastomosis and a plastic operation on the muscle 
may be considered. Of the numerous plastic opera- 
tions which have been described, Eden’s method of 
transferring a strip of the masseter muscle from its 
attachment on the end of the jaw to the angle of the 
mouth in addition to the transference of a strip of 
the temporal muscle to the outer canthus of the eye 
is perhaps the most efficacious. Silver wire has been 
employed in raising the angle of the mouth but has 
not given satisfactory results. 


Lecouturier: The Result of a Spinofacial Anasto- 
mosis After Sixteen Years (Resultat aprés seize 
ans d’une anastomose spino-faciale). Arch. franco- 
belges de chir., 1925, xxviii, 308. 

The case reported was that of a man who is now 65 
years of age. Sixteen years ago the patient fell from 
a truck, striking the left frontal eminence on the edge 
of a sidewalk. When he left the hospital after the 
accident he suffered from headache, his mouth was 
pulled to the right, and he was unable to talk, eat, 
close his left eye, or swallow solid food. 

Two weeks later, as the headache became more 
severe and the other symptoms did not improve, a 
trephination was done. This cured the headache 
but did not affect the other symptoms. At the end 
of three months a spinofacial anastomosis was done 
to correct the deviation of the mouth. As the result 
of the sectioning of the spinal accessory nerve for 
the anastomosis, the patient was unable to raise his 
left arm or shoulder for a period of six weeks. Six 
weeks after the operation there was no deviation 
of the mouth and the patient was able to eat. 

Today, sixteen years after the operation, the face 
is practically normal when in repose. Because of the 
suturing, the muscles of the face have not become 


completely paralyzed and have recovered a certain 
degree of tonus, but there is no co-ordination be- 
tween the muscles of the two sides of the face as 
those of the right side are still under the control 
of the facial center while those on the left side are 
under the control of the center for the spinal acces- 
sory nerve. The right eyebrow can be raised while 
the left cannot, and the right side of the forehead 
can be wrinkled while the left side cannot. ‘The 
right eye can be closed normally but the left lower 
lid remains almost motionless and the left upper lid 
can be lowered only a little. 

The patient is now able to hold both solid and 
liquid food in his mouth, but can chew only on the 
right side. When he lifts his left arm or shoulder the 
movement is accompanied by a grimace of the left 
side of the face. The left shoulder is affected by a 
dry arthritis. The perception of pain and tem- 
perature on the left side of the face and neck is nor- 
mal. ‘The anastomosis restored the tonus of the 
orbicularis palpebrarum and thus protected the eye 
from possible accidents, but it left much to be de- 
sired in the way of expression and of co-ordination 
of the muscles of the two halves of the face. 

Recently efforts have been made to improve the 
results in such cases by using the hypoglossal nerve 
for the anastomosis instead of the spinal accessory, 
but the results do not seem to be much better than 
those of spinofacial anastomosis. In the cases of 
younger subjects and in paralysis of more recent 
date it is possible that the results might be improved 
by re-education of the center of the nerve chosen 
for the anastomosis. Morestin and Cushing report 
that they have been able to bring about associated 
voluntary movements, especially in winking of the 
eyes. Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Stulz, E., and Stricker, P.: Acute Hypotension of 
the Cerebrospinal Fluid of Traumatic Origin 
(Hypotension aigué du liquide céphalo-rachidien 
d’origine traumatique). Rev. de chir., Par., 1925, 
xliv, 506. 

The syndrome of acute hypotension of the cere- 
brospinal fluid due to cranial injury was first de- 
scribed by Leriche. The usual symptoms are 
persistent frontal headache, dizziness, nausea, and 
vomiting. Sometimes there is semicoma, but more 
frequently torpor or confusion of mind. The diag- 
nosis is established by lumbar puncture, which also 
differentiates hypertension and meningitis. In con- 
trast to its effect in hypertension, the withdrawal 
of spinal fluid in hypotension aggravates the condi- 
tion. 

Leriche at first treated hypotension with subcuta- 
neous injections of artificial serum, but later, on the 
basis of the findings of Weed and Mackibben, he 
injected distilled water intravenously. In the case 
of a man with a basal skull fracture and leakage of 
cerebrospinal fluid from the ear, the intravenous 
injection of 30 c.cm. of distilled water caused an 
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increased flow of the fluid from the ear but aroused 
the patient from coma. Each new intravenous in- 
jection produced the same effect. 

Stulz and Stricker observed the syndrome of acute 
hypotension in less severe injuries which were diag- 
nosed as cerebral concussion because of the absence 
of signs of a severe skull lesion. ‘Three such cases 
are reported in detail. In two of them hypotension 
was found at the first lumbar puncture. In the 
other, the pressure was 40 cm. when the patient was 
admitted to the hospital, but hypotension was found 
on the third day. 

The condition of all three patients quickly im- 
proved, and a definite cure of the nervous symptoms 
was obtained by intravenous injections of distilled 
water. In two cases the condition was changed at 
once by the first injection and remained stabilized 
for ten and thirty hours respectively before the 
coma recurred and lumbar puncture showed re- 
newed hypotension. In one case the symptoms in- 
cluded headache and vertigo, and in the other 
dizziness, vomiting, and a slow pulse. A second 
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intravenous injection of the distilled water led to 
complete recovery. 

In one case, while the lumbar puncture needle was 
connected with the manometer, an intravenous 
injection caused the spinal fluid pressure to mount 
to 12 cm. In both cases a lumbar puncture several 
days later registered normal pressure. 

In the third case the initial pressure of 5 cm. soon 
fell to 2 cm. but was increased to 12 cm. by the 
intravenous injection of a small quantity of distilled 
water. It then fell to zero and the patient’s mental 
condition became clouded for forty-eight hours. A 
second injection cleared the mental condition for a 
day, but the somnolence returned. A third injection 
was without effect, but a fourth gave definite and 
lasting relief. ; 

Stulz and Stricker consider the intravenous in- 
jection of from 30 to 4o c.cm. of distilled water a 
simple, harmless, and rational treatment for cerebro- 
spinal fluid hypotension. Permanent relief may re- 
quire two, three, or more injections. 

Water C. Burkert, M.D. 
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CHEST WALL AND BREAST 


Portmann, U. V.: The Role of Radiation in the 
Treatment of Cancer of the Breast. Radiology, 
1925, V, 280. 

According to Lee and Herendeen, a primary in- 
operable cancer of the breast may be defined as a 
cancer characterized by any one of the following 
conditions: (1) definite fixation to the chest wall; (2) 
marked involvement of the axillary nodes and ex- 
tension beneath the clavicle; (3) diffuse invasion of 
the skin with or without subcutaneous nodules; (4) 
fullness of the supraclavicular regions or palpable 
supraclavicular nodes; (5) palpable nodes in the 
opposite axilla or supraclavicular area whose pres- 
ence cannot be explained by some other pathological 
condition. 

Steinthal groups cases of carcinoma of the breast 
as follows: 

Group 1. Cases of slowly growing or small tumors 
still localized within the breast, without involvement 
of the skin and with minimal involvement of the 
axillary glands, which are small and may or may not 
be found at operation. 

Group 2. Cases of distinctly enlarging, movable 
tumors, with or without slight involvement of the 
skin and with palpable axillary glands. 

Group 3. Cases in which there is wide involvement 
of the breast, the tumor is fixed to the skin and un- 
derlying tissues, and the supraclavicular glands are 
frequently involved. 

In accordance with this plan, Portmann classified 
829 cases as follows: 

Group 1. Cases without clinical or microscopic 
evidence of involvement of the axillary glands, 4 
per cent. 

Group 2. Cases in which the axillary glands were 
involved, 81 per cent. ; 

Group 3. Advanced cases with involvement of the 
supraclavicular glands, 15 per cent. 

Portmann draws the following conclusions: 

Some classification for studies of breast cancers 
should be universally adopted. 

Studies based upon three-year ‘‘cures” are of no 
comparative value. 

Postoperative intensive radiation, especially in 
large doses, is hazardous and increases the per- 
centage of recurrences and metastases. 

Since it is recognized that radiation may devital- 
ize or destroy certain malignant cells, radiologists 
must study the technical problems involved in the 
administration of the X-rays in order to determine 
the most advantageous methods for their application 
to breast cancer. 

The natural resistance of the body must be 
increased. Morris H. Kaun, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Churchill, E. D.: Pulmonary Atelectasis, with 
Especial Reference to Massive Collapse of the 
Lung. Arch. Surg., 1925, xi, 489. 

Postoperative massive collapse of the lung is be- 
lieved to be merely a special manifestation of pul- 
monary atelectasis, a condition commonly found in 
a number of other clinical states. The original defi- 
nition was ‘total deflation of a large area of lung 
tissue of sudden origin, in the absence of any signs 
of obstruction of the airway or of any known cause 
of compression, due to failure of inspiratory power 
and attended by physical signs and symptoms.” 

In two of six typical cases of postoperative mas- 
sive collapse of the lung the condition followed 
an operation performed under local anesthesia. 
In one, it was associated with paralysis of the 
intercostal muscles, and in two others with minor 
pulmonary embolus and a subdiaphragmatic tumor 
respectively. 

The usual symptoms are dyspnoea which at times 
is attended by cynosis, a dull pain beneath the 
xiphoid process, elevation of the temperature, the 
pulse, and the respiratory rate, and a cough with the 
production of purulent sputum. The attack may be 
sudden or insidious in onset, and alarming or ex- 
tremely mild in its course. The prognosis is favor- 
able. 

The most important finding on physical examina- 
tion is displacement of the heart and mediastinum 
toward the collapsed lung. The cardiac displacement 
is shown by the X-ray. The auscultatory findings 
vary with the extent and nature of the pathological 
process, the signs being either those of consolidation 
or those of fluid. The clinical states in which pul- 
monary collapse is of common occurrence are almost 
always associated with a diminution of respiratory 
force and bronchial obstruction. Weakening of the 
respiratory force may occur in wasting illnesses of 
long duration. An involuntary limitation of respira- 
tory movements is commonly seen in patients who 
have recently been subjected to laparotomy. The 
diaphragmatic excursion may be restricted by such 
mechanical factors as extreme abdominal distention 
or a large abdominal tumor. Bronchial obstruction 
may be caused by a foreign body, an inflammatory 
exudate, accumulated normal secretions, or spasms 
of the bronchial muscles. Complete bronchial ob- 
struction results in atelectasis. Partial bronchial 
occlusion may produce +hyperinflation but under 
certain conditions may also cause atelectasis. 

It is doubtful whether atelectasis, in itself, pre- 
disposes to pneumonia. While pulmonary embolism 
is followed by atelectasis only as an accompaniment 
of the subsequent fibrosis, it is possible that an area 


104 








th 
he 


e- 
il- 
in 
fi- 
ig 
ns 


be all 


we 








SURGERY OF THE CHEST 105 


of pulmonary collapse may alter the pathological 
course of an embolus lodged within its borders. 
Cyrit J. Giaspret, M.D. 


Whittemore, W.: Thoracoplasty in Advanced Pul- 
monary Tuberculosis. Boston M. & S. J., 1925, 
exciii, 542. 

Surgery is indicated in cases of unilateral tuber- 
culosis in which sanitorium treatment and artificial 
pneumothorax have failed. If there is only slight 
involvement of the ‘‘good” lung, and particularly if 
this involvement is limited to the apex, operation is 
justifiable, but an active process in the lower lobe 
or at the hilum contra-indicates operation. 

When artificial pneumothorax is impossible be- 
cause of adhesions to the costal pleura a complete 
posterior thoracoplasty should be done rather than 
partial pneumothorax and partial thoracoplasty. 

Advanced cases with large cavities and repeated 
severe hemorrhages are not as good surgical risks 
as earlier cases. Patients over 50 years of age are 
poor risks. Operation is indicated especially in le- 
sions of the lower lobe and cases with recurrent 
severe hemoptysis in which artificial pneumothorax 
cannot be produced. Renal involvement contra- 
indicates operation, but tuberculous involvement 
of the larynx does not. Cases with contraction of the 
lung from scar tissue and those with extensive con- 
solidation, thickening of the pleura, and little spu- 
tum are particularly favorable for operation. 

Whittemore formerly used local anesthesia, but 
now prefers nitrous oxide oxygen or ethylene. His 
one fatality occurred during the course of an opera- 
tion performed under novocaine anaesthesia. He 
employs the Sauerbruch operation, including section 
of the first rib. The length of the section to be re- 
moved must be determined at the time of operation, 
but in general the results are better when long seg- 
ments are resected. 

The immediate results of operation are frequently 
surprising, but from the statistics of late results it is 
difficult to draw conclusions. ‘The author has op- 
erated upon ten cases with one death. He believes that 
the operative mortality should not be over 4 or 5 
per cent. According to the statistics of large num- 
bers of cases treated surgically, about one-third are 
cured and one-third are benefited. The remaining 
third are those not benefited, those in which the 
condition progresses, and those that are still under 
treatment or cannot be traced. 

Leo M. ZimMerMAN, M.D. 


Thearle, W. H.: Extrapleural Thoracoplasty in 
Pulmonary Tuberculosis. Med. J. & Rec., 1925, 
Cxxii, 399. 

Thearle states that although there are differences 
of opinion as to the method of inducing anaesthesia 
for thoracoplasty, the number of stages in which 
the operation should be performed, the amount of 
rib that should be removed, and whether the resec- 
tion should be performed from below upward or 
above downward, the principle of the operation as 


developed by Sauerbruch remains, viz., extrapleural 
resection of the posterior portions of the ribs close 
to the transverse processes of the vertebrae. 

In four of five cases in which Thearle induced 
collapse from above downward, basal complications 
developed, while in none of those in which the col- 
lapse was induced from below upward were there 
complications due to aspiration. 

Thoracoplasty has the same general indication as 
artificial pneumothorax, namely, chronic and chiefly 
lateral fibrous tuberculosis with cavitation in which 
the better lung is competent to perform full respira- 
tory function without activation of the disease. 

As single-stage collapse is followed by a stormy con- 
valescence and hasa relatively high mortality, Thearle 
recommends a two-stage or three-stage operation. 

Phrenicotomy tests the effect of additional work 
on the better lung, gradually adjusts the thoracic 
viscera to the consequences of thoracoplasty, and 
probably reduces the danger of aspiration. In the 
majority of cases it can be advantageously employed 
preliminary to surgical collapse. 

In sixty cases treated by thoracoplasty the disease 
was arrested in 30 per cent and improved in 25 per 
cent. The mortality was 18 per cent. 

Joun J. Matoney, M.D. 


Kerley, P.: Neoplasms of the Lungs and Bronchi. 
Brit. J. Radiol., 1925, xxx, 333. 


The symptoms of malignant disease of the lungs 
are masked by those of complications such as 
chronic pneumonia, gangrenous degeneration, ab- 
scess formation, and pleural effusion. The X-ray 
plates, however, are fairly characteristic. 

Lung tumors may be classified into six groups 
the pneumonia, hilum, nodular, cavernous, meta- 
static, and carcinomatcus forms. 

The pneumonia form is the most common. The 
lung lobe affected, which, as a rule is the upper 
lobe, appears as a moderately dense shadow sharply 
outlined by the interlobar tissue. The presence of 
fluid is ruled out by the sharp border of the shadow, 
its position, and the fact that it is rarely dense 
enough to obscure the shadow of the ribs. ‘Toward 
the apex and the lateral wall the intensity of the 
shadow decreases. The apical field may be quite 
clear, which is the reverse of what is usually expected 
in tuberculosis. 

The hilum form of lung tumor has a typical pic- 
ture. The hilum is very dense and enormously en- 
larged, often appearing five or six times its normal 
size. In shape it is semicircular. Fine grayish, wavy 
striations run from it into the lung, giving the ap- 
pearance aptly described as ‘woolly infiltration.” 
These striations are due to malignant infiltration of 
the perivascular and peribronchial lymphatics. The 
condition must be differentiated from mediastinal 
tumor and hilum tuberculosis. 

The nodular form of lung tumor, is rare but easily 
diagnosed. On one side of the thorax, large, rather 
sharp!y outlined nodules are seen, which commu- 
nicate with the hilum by thin or thick dense shadows. 








106 INTERNATIONAL ABSTRACT OF SURGERY 


These are not so sharply outlined as metastases. 
The associated intense peribronchial infiltration also 
proves that they are primary. 

The cavernous type of lung neoplasm is excecd- 
ingly rare. It is suggested by the presence of a 
huge solitary cavity in one lung. The association of 
slight manifestations of tuberculosis with such a 
cavity does not necessarily mean that the cavity is 
tuberculous. The differential diagnosis from phthisis 
and abscess of the lung is very difficult, but in cases 
of cavernous tumor a good roentgen plate shows 
the invaded lymphatics as very fine, dense, and net 
like striations running to the hilus and in cases of 
tuberculous or abscess cavities containing fluid the 
fluid level varies considerably from time to time 
as the contents of the cavity are coughed up. 

The metastatic form of lung tumor is of two types, 
the isolated and the disseminated. The former is 
the more common and produces the same picture 
regardless of the nature and position of the primary 
growth. On the X-ray plate it casts a round or oval 
dense shadow which is sharply outlined. 

In carcinomatosis of the lung great difficulty 
arises in the differential diagnosis from miliary 
tuberculosis. In the X-ray plate, however, the nod- 
ules appear slightly larger than miliary tubercles 
and both lungs are covered by a fine net-like struc- 
ture. A point of great aid in the diagnosis is the fact 
that the nodules are usually limited to the lower 
two-thirds of the lung field. 

The author reports seven cases in detail. He 
calls attention to the fact that in many instances 
malignancy of the lung is diagnosed as tuberculosis 
and the patient is sent to a sanatorium where deep 
X-ray therapy cannot be obtained. 

Operations for cancer or brain tumor should al- 
ways be preceded by an X-ray examination of the 
chest. Merrie R. Hoon, M.D. 


Carty, J. R., and Liebman, C.: The Roentgen 
Aspect of Empyema in Children. Am. J. Rocunt- 
genol., 1925, Xiv, 215. 

Empyema in children is often very difficult to 
diagnose clinically and its roentgen pieture is fre- 
quently puzzling. This article is based on a study 
of 225 cases of empyema and too cases of non- 
purulent effusion. 

It is comparatively rare to find a shadow of such 
density that the rib outlines are lost. Even when a 
large effusion is present the costophrenic angles can 
often be made out. As pathological processes take 
place very rapidly in a child’s chest, the entire pic- 
ture may change over night. 

Anteroposterior films are taken in the upright 
and prone positions. In the cases reviewed by the 
authors the numbers of boys and of girls were about 
equal and the majority of the patients were between 
3 and 4 years old. The left side was affected most 
frequently. In 3 per cent both sides were involved. 
Seventy-eight per cent of the patients showed 
scoliosis and many presented asymmetry due to a 
narrowing of the intercostal spaces on the affected 


side. It was impossible to establish a relationship 
between the character of the shadow and the organ- 
ism isolated. Cardiac displacement was present in 
40 per cent of the cases. One-fourth showed a definite 
change in the shape and density of the shadow when 
the prone position was assumed. 

Consolidation and fluid are sometimes seen sim- 
ultaneously. Consolidation by itself is not associated 
with scoliosis, asymmetry, or displacement of the 
heart and mediastinal contents. ‘There is no fluid 
line, and the shadow is densest at the middle. The 
occurrence of consolidation is suggested by a radical 
overnight change. There is no change in the position 
of the shadow when the patient is moved from the 
upright to the prone position. 

Thickening of the pleura can usually be recognized. 
A pericardial effusion presents a characteristic 
pulsating shadow. In massive collapse of the lung 
the heart is displaced toward the affected side and 
there is greater density of the shadow. 

Postoperative roentgenograms should be made at 
intervals. Cyrin J. Gasper, M.D. 


HEART AND PERICARDIUM 


Felix: The Effect of Plastic Operations on the Peri- 
cardium upon Artificially Produced Diseases of 
the Heart in Animals (Die Beeinflussung kuenst- 
lich beim ‘Tier gesetzter Herzkrankheiten durch 
plastische Perikardoperationen). 49. Tag. d. deutsch. 
Ges. f. Chir., Berlin, 1925. 

In dogs with mitral insufficiency, Felix produced 
dilatation by opening the pericardial sac widely and 
thereby obtained compensation. He was able also 
to aggravate the mitral insufficiency by constricting 
the pericardial sac. These experiments were carried 
on for a period of more than two months. In a few 
cases the results were interfered with by the forma- 
tion of adhesions which could not be prevented. 

Similar results were obtained in tricuspid  in- 
sufficiency, but in aortic stenosis the attempts failed. 
Artificial aortic insufliciency was favorably affected 
by opening of the pericardial sac. 

In conclusion Felix states that if these procedures 
were to be attempted on man, it would be necessary 
to perform the operation before the onset of dis- 
turbances of compensation. It is doubtful, however, 
if the physician and patient would determine on so 
serious an operative procedure at such an early stage. 

SPETTINER (Z). 


(ESOPHAGUS AND MEDIASTINUM 


Lindeberg, W.: The Effect of Thymectomy on the 
Organism as a Whole and upon the Glands of 
Internal Secretion, Especially the Pineal and 
Pituitary Glands (Ueber den Einfluss der Thymek- 
tomie auf den Gesamtorganismus und auf die 
Druesen mit innerer Sekretion, insbesondere die 
Kpiphyse und Hypophyse). Folia neuropath. Eston., 
1924, ll, 42. 

The experimental animals used in this study of 
partial and total thymectomy were young cats. dogs. 
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pigs, and goats. ‘The operation performed was the 
median procedure recommended by Basch and 
modified by Klose, and the positive pressure ap- 
paratus used was the Vollhard-Meltzer apparatus as 
modified by Klose. The animals were kept under 
observation for from two to six months. 
Substantiating the findings previously reported by 
other investigators, all of the totally thymectomized 
dogs showed rachitis-iike changes in the bones. The 
internal organs exhibiting the most pronounced 
changes were the brain, liver, adrenals, and pineal 
gland. The brain increased in weight and became 
swollen, the liver increased in size, the adrenals 
showed an increase in the medullary layer, and the 
pineal gland showed a more or less marked decrease 
in size, disappearance of the plasma of the paren- 
chymatous cells, and changes in the nuclei. Find- 
ings in the pituitary gland, the sexual glands, and 
the parathyroids were not constant. In the pig, par- 
tial thymectomy was followed by abnormally rapid 
growth with copious deposits of fat. Von Voss (Z). 


Evans, W. A., and Leucutia, T.: Deep Roentgen- 
Ray Exposure as an Aid in the Differential 
Diagnosis of Mediastinal Tumors. J. Am. M. 
Ass., 1925, Ixxxv, 1215. 

As the pathological diagnosis of mediastinal 
tumors is always very obscure unless a secondary 
tumor is accessible for biopsy, Evans and Leucutia 
use the response of certain tumors to radiation as a 
basis for their diagnosis. 

A standard quantity of radiation is employed. By 
selective action according to definite laws of radio- 
sensitivity, this causes a reduction in the size of the 
tumors. According to the variation in size, medias- 
tinal tumors are classified as follows: 
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1. Tumors originating from the proliferation of 
the lymphocytic cell element of the mediastinal 
lymph glands or of the thymus (such as lympho- 
sarcoma, thymoma, pseudoleukemia, lymphatic 
leukaemia, and simple lymphoma). These tumors 
entirely disappear within from four to ten days 
following the administration of a go to 100 per cent 
skin unit standard dose of roentgen rays over the 
tumor mass. 

2. Tumors originating from the proliferation of 
the reticulo-endothelial cell element of the medi- 
astinal lymph glands and thymus (Hodgkin’s dis- 
ease, Sternberg’s type of hyperplastic tuberculosis, 
endothelioma). Following the administration of a 
go to roo per cent skin unit dose, these tumors are 
reduced within ten days to about one-half their 
original size and then entirely disappear within six 
weeks following the exposure. 

3. Other primary tumors of the mediastinal area, 
such as sarcomata originating from the areolar con- 
nective tissue (fibrosarcoma, large round-cell sar- 
coma, alveolar-cell sarcoma, carcinoma of the 
thymus or thyroid, and teratomata). These tumors 
show a more or less pronounced reduction in size 
following the administration of the go to 100 per cent 
standard skin unit dose, but rarely disappear in six 
weeks following the exposure. In such cases the 
radiation helps to establish the fact that the neo- 
plasm is malignant, but an accurate diagnosis of the 
type of tumor is impossible. 

4. Benign tumors of the mediastinum (lipoma, 
chondroma, fibroma, adenoma, myoma, neuroma, 
dermoid cysts, etc.) or pseudo-tumors (aneurism and 
encysted pleural effusion, chronic abscess). These 
tumors are influenced by radiation very little or not 
at all. Joun J. Matonery, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Van Hook, W.: Contributions to the Surgery of 
Abdominal Hernia. Boston M.& S.J., 1925, cxciii, 
714. 

The author condemns routine surgical treatment 
for hernia. While the standard operations, such as 
the Bassini procedure, have their place, the surgeon 
should plan each operation to meet the requirements 
of the particular case. 

To the experienced surgeon the author recom- 
mends his laparoplasty for pot-belly. In this pro- 
cedure pedicled flaps are made in the lower abdom- 
inal wall and sutured in place again with marginal 
overlapping. Suturing is facilitated and healing 
favored by flexion of the spine and thighs. 

In cases of weak abdominal wall with hernia, 
Van Hook transplants the lower part of the rectus 
muscle or muscles to Poupart’s ligament. or to the 
ramus of the pubic bone, or turns down a portion of 
the aponeurosis of the external oblique muscle at 
the attachment to the rectus sheath and sutures it 
to Poupart’s ligament. Heavy suture material is 
recommended, especially fascial sutures. ‘The fascial 
strips which are taken from the external oblique 
aponeurosis or from the fascia lata are introduced 
like a shoe lace, incorporating all of Poupart’s liga- 
ment, and are drawn deeply through the abdominal 
muscles. 

In suitable cases these methods have yielded 
successful results. Joun A. Worrer, M.D. 


Heaney, F. S., and Simpson, G. C. E.: Two Cases 
of Hernia Through the Transverse Mesocolon. 
Brit. J. Surg., 1925, xiii, 387. 

The authors report two cases of hernia through 
the transverse mesocolon in both of which operation 
resulted in recovery. This rare type of hernia has 
been attributed to retroperitoneal potches, con- 
genital defects of the mesocolon, violence, and ptosis. 
The authors believe that the most important factor 
is midline ptosis which was present in ten of the 
twenty-one cases reported. 

SuirLey C. Lyons, M.D. 


GASTRO-INTESTINAL TRACT 


Orr, T. G., and Haden, R. L.: Reducing the Sur- 
gical Risk in Some Gastro-Intestinal Condi- 
tions. J. Am. M. Ass., 1925, Ixxxv, 813. 


Comparatively recent studies of the blood-chloride 
curve in toxic states following high or low experi- 
mental and clinical intestinal obstruction have 
yielded findings of value in the differential diagnosis 
and prognosis of acute conditions of the abdomen. 
In such conditions the chloride content of the 


plasma shows a marked decrease and there is an 
associated increase in the carbon dioxide combining 
power with an increase in the non-protein nitrogen 
and the urea nitrogen. 

The fall in the chlorides suggested to Orr and 
Haden the possibility that the chlorides may be 
destroyed or consumed in the toxemia. They 
therefore studied the therapeutic use of chlorides 
experimentally and clinically. 

Experimental obstruction was produced in dogs, 
rabbits, and monkeys by ligating the pylorus. The 
blood findings obtained in the severe toxamia that 
followed were similar to those mentioned. In low 
intestinal obstruction the most constant finding was 
the marked diminution in the blood chlorides. 
Such a diminution cannot be explained by the 
vomiting caused by obstruction as it was noted also 
in rabbits which do not vomit. 

Four dogs with duodenal obstruction which were 
giving a daily hypodermoclysis of normal saline 
solution lived for from twenty-one to thirty days, 
whereas control dogs without treatment died in 
from three to cight days. A group of three dogs re- 
ceiving a daily clysis of 500 c. cm. of distilled water 
died after two, three, and four days. In another 
group of animals with the same obstruction toxemia 
which were given a hypertonic (3 to 25 per cent) 
solution of sodium chloride it was noted that the 
chemical changes in relation to the blood chlorides 
returned to normal limits regardless of the amount of 
fluid given. When the solution of sodium chloride 
was introduced into the lumen of the intestine the 
results were the same as those obtained by hypo 
dermoclysis. 

A blood mgm. chloride content of 400 mgm. in 
obstruction is a strong indication for the gencrous 
administration of chlorides both before and after 
operation. The quantity of sodium chloride given 
is roughly estimated at 1 gm. per kilogram of body 
weight, in a 1 or 2 per cent solution for hypodermo 
clysis or a 5 per cent solution for intravenous admin- 
istration. Antuony F, Sava, M.D. 


Davidson, P. B., Willcox, E., and Haagensen, C. D.: 
Gastric Excretion of Neutral Red. J. Am. M. 
Ass., 1925, Ixxxv, 794. u 

As neutral red is excreted into the stomach, the 
time of its appearance in the stomach has been 
suggested as a test of gastric function. In hyper- 
acidity the appearance time is shortened while in 
hypo-acidity is it prolonged. In achylia, the dye may 
not appear at all within the test period. The authors 
attempted to confirm these findings, especially as 
regards achylia. Tor their tests they used a modi- 
fication of the original technique which they describe 
in detail. 
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In six groups of patients 4 c.cm. of a 1 per cent 
solution of neutral red were injected intramuscular- 
ly and the rate of its excretion was studied. The 
averages of the different groups confirmed the re- 
sults previously reported. Patients with hyperacid- 
ity (peptic ulcer) showed prompter appearance of 
the dye than normal persons, while in cases with 
anacidity the dye appeared late or not at all within 
the test period. However, the variations in the ap- 
pearance time were so great within each group that 
it seemed impossible to draw any conclusions re- 
garding the pathological physiology of the stomach. 

The anacidity group included two types of cases— 
those with carcinoma or secondary anzmia, in which 
there was some excretion of the dye in the two-hour 
test period, and cases of pernicious anawmia, in which 
the dye did not appear at all in the test period. This 
difference has proved of assistance in the differen- 
tiation of several cases of secondary anaemia with 
anacidity from cases of true pernicious anemia. The 
dye excretion seems to parallel the hydrochloric 
acid secretion and is probably dependent upon the 
presence in the stomach of hydrochloric acid secre- 
tory tissue. Leo M. Zimmerman, M.D. 


Hertzler, A. E.: Acute Surgical Conditions of Gas- 
tric Origin. J. Missouri State M. Ass., 1925, xxii, 
345. 

Hertzler states that a history of hunger pains 
relieved by alkalies is obtained only once in twenty 
cases of gastric ulcer. When alkalies promptly and 
effectively relieve the symptoms the condition is 
probably a functional neurosis rather than an ulcer. 
In functional hyperchlorhydria, bromides will usual- 
ly give relief if antacids do not. 

The most important subjective symptom of ulcer 
is pain radiating to the back which occurs after eat- 
ing and is relieved by the vomiting of food with or 
without blood. 

The author warns against making a positive 
diagnosis on the basis of insufficient data. A history 
of gastric distress is obtained in only half of the 
cases. Although the picture of recently perforated 
ulcer is typical, the excruciating pain, anxious face, 
beaded forehead, and coldness of the limbs will have 
become less marked by the time the surgeon sees the 
patient. This is true especially after the adminis- 
tration of morphine. 

The fact that the most severe pain and most 
marked tenderness are found at the point of trouble 
is of paramount importance. The pain is stabbing in 
character and is localized over the point where the 
gastric contents come into contact with the parietal 
peritoneum. 

Shifting tenderness is confusing, but if the per- 
foration is in the anterior wall, the gastric contents 
will slide down over the small intestine and the 
omental roof and thus pass over and lateral to the 
colon to the true pelvis. Therefore, unless the his- 
tory of the initial pain is obtained a diagnosis of 
acute appendicitis, twisting of the pedicle of an 
ovarian cyst, or some other pathological condition 


in the lower quadrant may be made. The treatment 
is simple, viz., repair of the rent and drainage if 
necessary. Drainage of the site of rupture may in- 
terfere with proper healing and favor sinus forma- 
tion and should therefore be avoided if possible. 
Antuony F. Sava, M.D. 


Eliot, E.: Acute Perforated Pyloric Ulcer; Con- 
dition Twenty-One Years After Operation. 
Ann. Surg., 1925, \xxxii, 663. 

The author reports the case of a man who was op- 
erated upon twenty-one years ago for perforated 
ulcer of the anterior wall of the duodenum. Simple 
closure was done without posterior gastro-enteros- 
tomy. Since the operation the patient’s health has 
been excellent. In a recent X-ray examination the 
only abnormality noted: was a slight irregularity of 
the first part of the duodenum. 

In Eliot’s opinion, a subsequent gastro-enteros- 
tomy is often unnecessary after simple closure of an 
ulcer even though closure of the perforation seems to 
constrict the pylorus. Moreover, when the surgeon 
is inexperienced, the addition of gastro-enterostomy 
to closure of the perforation increases the risk. 

Eliot reports also a case in which posterior gastro- 
enterostomy* was done six years ago for duodenal 
ulcer near the pyloric ring and the patient returned 
one year ago with symptoms of visceroptosis. X-ray 
examination at that time revealed a large excavated 
ulcer on the lesser curvature of the stomach and a 
non-functioning gastro-enterostomy. Under medical 
treatment the subjective symptoms disappeared, 
and on recent X-ray examination satisfactory func- 
tion of the gastro-enterostomy was found and there 
was no evidence of ulcer. This case demonstrates 
that gastric ulcer may develop in spite of a gastro- 
enterostomy, and that even in apparently un- 
favorable cases good results may be obtained 
without operation. Wituiam J. Pickerr, M.D. 


Lund, F. B.: Comments on the Surgery of Car- 
cinoma of the Stomach. Bos/on M.& S.J., 1925, 
( xciii, 606. 


Most cases of carcinoma of the stomach reach 
the surgeon too late for anything more than ex- 
ploratory laparotomy, but carcinoma at the pylorus 
causes obstruction with pain, vomiting, and loss 
of weight which often compel the patient to consult 
a physician early. The recognition of ascites and the 
demonstration of extensive involvement by means 
of the X-ray contra-indicate even exploratory op- 
eration. It is impossible safely to resect a stomach 
unless it can be drawn out of the abdominal wound 
and the arteries of the lesser curvature can be safely 
tied in healthy tissue beyond the growth. 

Morris H. Kaun, M.D. 


Liu, J. H.: Tumors of the Small Intestine, with 
Especial Reference to the Lymphoid Cell 
Tumors. Arch. Surg., 1925, xi, 602. 

In the cases reviewed by the author the lympho- 
blastoma, the most common tumor of the small in- 
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testinec, was found three times as frequently as 
cither carcinoma or adenoma. Spindle-cell sarcoma 
of the small intestine has never been observed in the 
Surgical Pathological Laboratory of the Johns Hop- 
kins Hospital. 

Males are more apt to develop tumors of the small 
intestine than females, the ratio being more than 
two to one. 

Adenoma occurs in persons under 30 years of age 
and carcinoma in those over 35 years. Lympho- 
blastomata may occur at any age, but over 4o per 
cent develop in children under to years old. 

Carcinoma infiltrates early and gives rise to an- 
nular growths. Adenoma does not infiltrate, and is 
usually polypoid. The lymphoblastoma may be 
annular, polypoid, or fungoid. The fungoid form 
bears no relation to the malignancy of the tumor. 

Carcinoma is usually single, while adenoma is often 
multiple. The lymphoblastoma is occasionally mul- 
tiple, particularly when it is of the polypoid form. 

Intussusception frequently accompanies tumors 
which are polypoid or fungoid. Only a small per- 
centage of the annular tumors are thus complicated. 
Annular tumors usually cause stenosis. 

The adenocarcinoma is always malignant, and the 
adenoma always benign. The lymphoblastoma may 
be either benign or malignant. Even by a careful 
study of microscopical sections it is impossible to 
foretell whether a lymphoblastoma will recur or not. 

Cyrit J. GLaspet, M.D. 


Berg, H. H.: Direct Signs of Duodenal Ulcer. Brit. 
J. Radiol., 1925, xxx, 372. 

The author has improved the method of demon- 
strating the anatomical details of duodenal lesions 
by the Akerlund technique. For the visualization 
of niches on the anterior or posterior wall he advo- 
cates his “aimed snap-shots” taken in different 
positions. The second oblique direction is recom- 
mended for the demonstration of these lesions. 

In Berg’s opinion, the swelling of the mucous 
membrane folds is an important cause of the con- 
traction which has hitherto been considered purely 
spasmodic. Attention is called to the radiating 
folds converging to the ulcer which appear only 
when there is a certain degree of compression. By 
careful roentgenological study it is possible to rec- 
ognize the anatomical state of the lesion and to 
determine accurately the indications for medical or 
surgical treatment. Joun A. Wocrer, M.D. 


Nagel, G. W.: Unusual Conditions in the Duode- 
num and Their Significance; Membranous 
Obstruction of the Lumen, Diverticula, and 
Carcinoma. Arch. Surg., 1925, xi, 529. 


The unusual conditions in the duodenum dis- 
cussed by Nagel are the following: 

t. Membranous stenosis in an adult. Seven sim- 
ilar cases have been reported in the literature. Al- 
though rare, the possible presence of such a condition 
should be considered if no other cause for a chronic 
high intestinal stenosis can be found. 


2. Duodenal diverticula of developmental origin. 
‘Twenty-six cases are reported. In all, the divertic- 
ulum was an incidental finding at autopsy. Nineteen 
diverticula secondary to diseases in or near the 
duodenum are described. The majority were asso- 
ciated with duodenal ulcer, and their symptoms 
were those of that lesion. Small non-inflamed di- 
verticula require no treatment, but the larger ones 
should be inverted into the lumen of the bowel or 
removed by a plastic operation. 

3. Secondary involvement of the duodenum by 
malignant growths. Three specimens are described, 
Slight involvement of the duodenum was found in 
five of fourteen cancers of the pylorus seen at 
autopsy. Cancer of the duodenum is either second- 
ary or primary. It is usually impossible, even at 
autopsy, to diagnose a primary carcinoma of the 
duodenum with certainty. Nine cases of malignant 
stenosis of the duodenum are reported. This con- 
dition is difficult to diagnose clinically and its prog- 
nosis is uniformly unfavorable. 


Hurst, A. F., and Rowlands, R. P.: Diverticula of 
the Colon. Guy's Hosp. Rep., Lond., 1925, Ixxv, 
402. 

The authors give a brief review of the literature on 
diverticula of the colon, beginning with Cruveil- 
hier’s article in 1849. Some of the carly descriptions 
are most complete. 

The condition is usually found in persons of ad- 
vanced age who are suffering from long-continued 
constipation, but Hartwell and Cecil discovered it 
in a child aged 6 years. The average age in a series of 
118 cases seen at the Mayo Clinic was 55 years. 

The direct cause of diverticula is believed to be 
muscular atrophy and the presence of excessive fat 
in the walls of the colon. It is possible also that 
diverticula may form at the site where the blood 
vessels perforate the bowel wall. In the majority of 
cases they are multiple and often are arranged in two 
parallel rows along the long axis of the bowel. The 
descending colon is affected most frequently. The 
lesion resembles a “blow out,” the mucous membrane 
being forced through an opening in the bowel wall. 
The pocket is frequently filled with hardened 
feces. 

From the clinical standpoint, diverticula may be 
divided into two types, the inflammatory and _ the 
obstructive. The inflammatory type causes symp- 
toms very similar to those of acute appendicitis, 
but on the left instead of the right side. The process 
may subside by draining into the bowel or may go 
on to suppuration and abscess formation. In the 
obstructive type the symptoms and findings are very 
frequently mistaken for those of carcinoma, but 
blood is rarely found in the stools. In most instances 
moderate pyrexia and leucocytosis are present. 
Cripps has stated that vesicocolic fistula is more 
frequently associated with diverticula of the colon 
than with cancer of the colon. The only means of 
recognizing diverticula is X-ray examination. They 
appear as shadows lying beside the colon shadow, 
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and are best detected when the colon has been 
emptied after a barium enema. 

When diverticula do not cause symptoms, the 
patient should be put on a low-residue diet and 
given a sufficient quantity of petroleum oil to assure 
daily soft stools. When symptoms are present, 
especially those of acute inflammation, medical 
treatment is advisable for a short time. If the symp- 
toms do not yield or if they increase, surgical inter- 
ference is indicated. Medical treatment consists in 
petroleum oil enemata, rest in bed, and a soft diet. 
Atropine may be given. Surgical treatment includes 
excision of the diverticulum, colostomy, short- 
circuiting operations, and resection. In selected 
cases res. ction is favored. In the presence of abscess 
and peritonitis the treatment should be along gen- 
eral surgical lines. Joun A. Woxrer, M.D. 


Erdmann, J. F.: Acute Diverticulitis of the Colon. 
J. Med. Soc. N. Jersey, 1925, xxii, 376. 

Diverticulitis occurs most frequently in the left 
lower quadrant, but may develop in any part of the 
colon. It is most common in males between the 
ages of 40 and 50 years, but has been found also in 
children. All that can be said of its origin is that, 
under the influence of undue pressure, pouching of 
the intestinal coats takes place because of weakness 
of the intestinal wall. 

Diverticula may be classed as true or false. ‘The 
pathological changes that may be found are identical 
with those of appendicitis. Often the inflammatory 
process is of a low grade and followed by thickening 
of the intestinal wall, glandular involvement, and ex- 
tension of the process to neighboring structures. In 
this form the condition may be confused with car- 
cinoma. The author believes that many patients 
who were thought to have a carcinoma and were still 
alive five years later were in reality suffering from 
diverticulitis. The most frequent complication of 
the acute type of diverticulitis is abscess formation 
and adhesion to neighboring viscera, especially the 
bladder. 

The symptoms of diverticulitis are very similar to 
those of appendicitis. On rectal examination a mass 
may be felt. When the abdomen is open the diver- 
ticula may be seen in various stages of inflammation 
from mere injection to gangrene and perforation. 
The resected colon presents the appearance of 
healthy mucous membrane thrown into folds with 
crypts into which probes of various sizes may be 
introduced. In a number of these pouches fecal 
concretions may be found. 

While it is known that in this, as in other in- 
fectious processes, the attack may subside and the 
condition become cured spontaneously, all acute 
cases should be operated upon. Chronic cases may 
be kept under observation until the symptoms of 
obstruction develop. An artificial anus proximal to 
the obstruction will be of great aid in restoring the 
canal to normal. When resection is necessary, the 
Mikulicz procedure has the lowest mortality. 

Harry W. Fink, M.D. 


1it 


Primrose, A.: Tumors of the Large Bowel. Canu- 
dian M. Ass. J., 1925, xv, 897. 

This article is based on a study of 107 cases of 
diverticulitis and new growths of the large bowel. 

The congenital forms of diverticula are found in 
the epiploic tags or the mesenteric line where the 
blood vessels enter. Acquired diverticula are more 
common in the sigmoid flexure and descending colon. 
They are frequently multiple and consist of herniated 
protrusions of the mucous membrane through the 
muscular coat. Septic infection, abscess formation, 
and perforation frequently result. Inflammatory 
thickening may produce tumor formation and ob- 
struction of the bowel. A temporary colostomy may 
result in the disappearance of these tumors and a 
permanent cure of the diverticulitis. 

Cancer of the rectum is curable if it is operated 
upon early. Rectal bleeding due to ulceration is 
frequently an early sign, but symptoms of obstruc- 
tion occur late in the disease on account of the large 
capacity of the colon and rectum. The general 
practitioner frequently loses valuable time by treat 
ing the patient for hamorrhoids. 

In early cases the operation of choice is resection 
of the bowel., In advanced cases the combined ab- 
dominoperineal operation with wide removal of the 
lymphatic channels and lymph glands may _ be 
justified, but has a high mortality. The value of 
radium and deep X-ray irradiation has not been de- 
termined, but the prospects for ultimate success 
from this treatment are favorable. 

A careful investigation should be made in the cases 
of all patients of cancer age who show signs of be- 
ginning obstruction. ‘The discovery of a mass on 
examination of the abdomen demands a laparotomy. 
Blood in the stools suggests a serious condition; an 
X-ray examination should be made. Proximal to a 
growth the bowel is distended and the muscular 
coat hypertrophied. 

The operative procedure must be determined after 
the abdomen is open and the conditions have been 
accurately determined. In acute obstruction or 
abscess formation the two-stage Mikulicz operation 
is the procedure of choice. 

General carcinomatosis abdominalis is almost in- 
variably secondary to a primary focus within the 
abdominal cavity. The most common source is a 
primary malignant papilloma of the ovary. Prim- 
rose reports three cases which illustrate the remark- 
able possibilities as to prolongation of life in this 
condition. Attention is called to the fact that there 
are occasional cases in which general carcinomatosis 
disappears spontaneously and with an apparently 
permanent cure. Merce R. Hoon, M.D. 


Friedenwald, J., and Rosenthal, L. J.: The Diagno- 
sis of Carcinoma of the Colon and the Rectum. 
Med. J. & Rec., 1925, cxxii, 447. 

Named in order of decreasing frequency of their 
involvement, the parts of the colon most commonly 
affected by malignant degeneration are the rectum, 
sigmoid, caecum, and hepatic and splenic flexures. 
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Next to the stomach, the rectum is the most fre- 
quent site of malignant growths in the gastro- 
intestinal tract. 

Of the sixty-four patients with carcinoma of the 
colon whose cases are reviewed by the author, 85 
per cent were over 4o years of age. The number of 
males was almost three times the number of females. 

Except in rare cases it is still extremely difficult 
to arrive at an early diagnosis of intestinal cancer 
from the symptoms alone. ‘Therefore the possibility 
of this condition should be borne in mind in the cases 
of all patients over 40 years of age who complain 
of progressively increasing constipation associated 
with the passage of blood in the stools. In such cases, 
routine digital and proctoscopic examinations and, 
if necessary, repeated X-ray studies should be made. 
In addition it must be remembered that cancer may 
occur even in young persons. 

Harry W. Fink, M.D. 


Outerbridge, G. W.: Cystic Lesions of Possible 
Endometrial Origin in the Appendix: A Report 
of Four Cases. Am. J. Obst. & Gynec., 1925, X, 545. 
Outerbridge describes four appendices showing 
rather remarkable and unusual lesions in the form of 
cyst-like cavities of varying sizes, some empty, some 
containing what appeared to be blood or other 
débris, some lying immediately in the muscular or 
serous coats of the appendix or in the meso-appendix, 
and others surrounded by a small amount of loose 
cellular tissue. All were in the outer layers, having 
apparently no relation whatsoever to the mucosa. 
They were lined by a single layer of columnar 
epithelium varying somewhat in height and were 
associated with definite evidences of marked chronic 
or subacute inflammatory changes in the appendix. 
All occurred in women, I. L. Cornett, M.D. 


Pfeiffer, D. B.: Cancer of the Rectosigmoid Tract. 
Allantic M.J., 1925, xxviii, 814. 

Rectosigmoid malignancy is the most common in- 
testinal type of carcinoma occurring caudal to the 
pylorus. : 

Local signs and symptoms such as haemorrhage, 
pain, constipation, diarrhoea, and bladder disturb- 
ances are present for months before the condition 
becomes incurable. Digital examination of the 
rectum, fluoroscopic study with a bismuth enema, 
and proctoscopic examination are the best guides to 
an early correct diagnosis. 

Carcinoma of the lower bowel spreads in three 
directions—downward, laterally, and upward. Since 
the intramural lymphatics run at right angles to 
the wall of the gut, the major difficulty is encount- 
ered in dealing with the extramural spread rather 
than with the extension in the intestinal] wall. 

Besides resection of the tumor-bearing segment, 
the treatment of the lateral spread should extend 
to the sacrum, the pelvic walls, and the bladder or 
vagina with, of course, proper regard for the ureters. 
The treatment of upward spread is not complete 
without resection of the mesentery of the pelvic 


colon as far as the promontory. In order to prevent 
gangrene of the gut when the superior hemorrhoidal 
artery is sacrificed, it is necessary to cut above the 
distribution of the branches of this artery. Here the 
intestine is supplied by a collateral between the 
vascular arcades and the superior hamorrhoidal 
artery. Section of the mesentery at right angles 
to the gut avoids the straight arterial branches of 
the vascular arcades until the arcade is properly 
divided. From this point the line is carried to the 
apex of removal, at the promontory. 

Intestinal continuity may be re-established by any 
one of the various methods, with lengthening of the 
bowel if necessary and with unfailing regard for the 
marginal artery to the distal segment. Pfeiffer 
favors colostomy since re-establishment of the 
natural anus may be impossible and unsafe or may 
vitiate the good effects of a procedure otherwise 
successful. 

In the presence of an obstruction, a preliminary 
colostomy or a cacostomy is imperative. The two- 
stage operation is preferable because its mortality is 
comparatively low when it is performed skillfully. 

Antuony F. Sava, M.D. 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Shattuck, H. F., Browne, J. C., and Preston, M.: 
The Clinical Value of Some Recent Tests for 
Liver Function. Am. J. M. Sc., 1925, clxx, 510. 

Barrow, J. V., Armstrong, E. L., and Olds, W. H.: 
Further Clinical and Operative Studies of the 
Icterus Index. Am. J. M.Sc., 1925, clxx, 519. 


SHATTUCK, BROWNE, and PRESTON made a com- 
parative study of some of the newer and more prom- 
ising tests for liver function to learn something of 
their relative value for diagnosis and prognosis and 
to find out, if possible, which are best suited for the 
routine clinical study of cases with suspected or 
obvious liver disease. ‘They used the Rowntree- 
Rosenthal test of dye excretion, the quantitative 
estimation of bilirubinamia by means of the icterus 
index as described by Bernheim, and the qualitative 
determination of bilirubinemia by the methods of 
Van den Bergh and Fouchet. 

The Fouchet test proved unreliable for detecting 
minor grades of bilirubinamia. 

The Van den Bergh test is of distinct value in the 
study of liver function and jaundice. Positive re- 
sults with both reactions indicate impairment of 
liver function, but the extent of the impairment must 
be determined by the icterus index or dye test. Asa 
specific qualitative test for bile pigment it is helpful 
to control readings of the icterus index in the zone of 
latent jaundice. It distinguishes between hamolytic 
and obstructive jaundice. 

The findings of the study reported seem to indicate 
that the icterus index is the most useful single func- 
tional liver test for clinical work. It is easily and 
quickly performed, unobjectionable to the patient, 
and free from danger. Its greatest value is in the 
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diagnosis of cases of cholecystitis and cholelithiasis 
without clinical jaundice. It is of distinct aid in dis- 
tinguishing between obstructive jaundice due to 
malignancy and catarrhal jaundice as it shows 
whether the jaundice is increasing, diminishing, or 
stationary. It is helpful in the diagnosis of cirrhosis 
and malignant metastases of the liver, though ap- 
parently less so than the dye retention test. It may 
indicate the degree of cardiac decompensation. In 
the treatment of syphilis it serves as a guide to the 
toleration of the liver to arsenicals. It will deter- 
mine whether obstructive jaundice has been relieved 
by operation, and it helps to differentiate primary 
from secondary anemias. 

The Rowntree-Rosenthal dye test is of supple- 
mentary value in the measuring of liver function. 
For clinical work it is more complicated and more 
objectionable to the patient, and it may not be en- 
tirely free from danger. In the diagnosis of cirrhosis 
and malignant metastases in the liver it seems to be 
of greater value than the icterus index. In surgical 
cases with jaundice it helps to determine the degree 
of damage to the liver parenchyma and hence the 
surgical risk, and it acts as a guide to the operative 
procedure to be undertaken. Its value is apparently 
greatest in the diagnosis of liver disease in patients 
without jaundice. In such cases a positive result 
points to liver involvement, while a negative result 
helps to rule out such involvement. 

BARROW, ARMSTRONG, and OLps state that the 
three main functions of the liver are the formation of 
bile, the control of glycogenic function, and the 
detoxication of proteins. Clinical experience has 
shown that while these functions are probably 
very closely related, they may act entirely inde- 
pendently of each other. Since they probably mod- 
ify the activity of every other essential organ in 
the body, every functional liver test must be inter- 
preted in the light of the influence of the liver on 
other organs. 

For the quantitative estimation of bilirubinamia 
the test of choice is the icterus index. This test is 
simple, accurate, of definite clinical value, and 
without any unfavorable effect upon the patient. 
The Widal hamoclastic crisis probably tests the 
proteopexic function of the liver, which is allied to, 
but different from, its bile-forming function. Liver 
function appears to be closely associated with the 
behavior of the blood-stream leucocytes. Both come 
under the influence of any foreign protein introduced 
through the intestinal tract or the tissues elsewhere. 
It seems probable that the leucocyte tests used to- 
day are in reality liver-function tests. An extreme 
leucocytosis in the presence of bile is probably 
caused by a hamopoietic stimulant acting, not be- 
cause of the presence of bile, but in spite of it. In 
the last analysis the icterus index is a measure of the 
bilirubin in the blood stream. Its clinical inter- 
pretation must depend upon all of the factors that 
will produce this condition. It is a valuable aid in 
diagnosis, prognosis, and treatment. 

Cyrit J. Graspet, M.D. 
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Starr, F. N. G.: Biliary Disease as Seen in General 
Practice. Canadian M. Ass. J., 1925, Xv, 922. 

In obtaining the history of a patient with gall- 
bladder disease it is better to ask, “‘How does your 
trouble affect you?” rather than, “What is your 
chief complaint?” The relationship of the pain, dis- 
comfort, or gas to the taking of food must be learned. 
Constipation and the presence of mucus in the 
stools are frequent symptoms. If jaundice is pres- 
ent, its type must be determined. Catarrhal jaun- 
dice, which is characterized by a greenish-yellow 
tinge to the skin, normally colored stools, fatigue, 
and restlessness, requires only medical treatment. 

When jaundice is accompanied by enlargement of 
the spleen and there is a history of jaundice in the 
members of the patient’s family, the condition is of 
the familial type. In such cases splenectomy is in- 
dicated instead of an operation on the gall bladder. 

Jaundice following an infection must be treated as 
part of the general infection. Jaundice accompanied 
by sudden acute pain in the upper abdomen and the 
appearance of clay-colored stools indicates common 
duct obstruction. Painless jaundice associated with 
failing health usually means malignancy of the head 
of the pancreas. 

Attention is called to the fact that pressure may 
be produced on the common duct by a large appen- 
diceal abscess. 

Gall stones are three times as common in women 
as in men, and because of the high content of 
cholesterol in the blood during pregnancy they are 
particularly common in women who have borne 
children. 

Inflammation of the gall bladder begins early in 
life. In over 36 per cent of the author’s series of 
almost 1,000 cases there was a history of pain, head- 
ache, and bilious attacks before the age of 25 years. 
In some cases stone formation occurs; in others, 
hepatic cirrhosis; and in about 6 per cent, chronic 
pancreatitis. Spasm of the sphincter at the ampulla 
of Vater or stone in the common duct may force bile 
into the pancreas and cause pancreatitis. This con- 
dition is accompanied by pain in the epigastrium 
and tenderness usually a little to the left of the 
midline. Repeated attacks of pancreatitis may be 
followed by hemochromatosis. ‘Tests of pancreatic 
function will aid in the diagnosis. 

Of the author’s patients who complained of gas in 
the stomach, 79.11 per cent were relieved by chole- 
cystectomy. Of 39.4 per cent who complained of 
constipation, 70.2 per cent were relieved by the 
operation. Diarrhoea, which occurs in a very few 
cases, is preceded by a sense of discomfort in the 
upper part of the abdomen on the right side. Mucus 
was present in the stools in 26 per cent of the cases 
operated upon, and in 90.3 per cent of these the 
““mucous colitis’? was entirely relieved by the op- 
eration. Nausea was overcome entirely in 86.7 per 
cent of the cases in which it was present and vomiting 
in 96.2 per cent. 

In uncomplicated cases of chronic cholecystitis 
treated by cholecystectomy the mortality is under 1 
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per cent, while in very acute cases in which only 
the simplest drainage is done it is approximately 15 
per cent. In the variously complicated cases with 
acute or chronic pancreatitis it is almost 5 per 
cent. 

Sixty per cent of the author’s patients report 
themselves cured at the end of a year. An additional 
31 per cent are relieved of most of their symptoms, 
and about one-half of 1 per cent state that their 
condition is worse. Merwe R. Hoon, M.D. 


Summers, J. E.: How the Mortality May Be Re- 
duced in Operations on the Gall Bladder and 
Gall Ducts. Nebraska State M.J., 1925, X, 373- 


One of the most marked advances in gall-bladder 
surgery is the prophylactic preparation of cholamic 
patients against haemorrhage. 

Before the gall bladder is removed the cystic duct 
should be thoroughly isolated and ligated at a 
reasonable distance from its termination. If too 
great traction is made upon the gall bladder after the 
isolation of the duct, the common duct may be drawn 
upward so that it resembles the lower part of the 
cystic duct and may be ligated by mistake instead 
of the cystic duct, with serious consequences. If 
clamps are applied to the cystic duct and the cystic 
artery and the gall bladder is then removed, the 
application of the ligatures may be difficult if the 
patient is fat as it must be done more by the sense of 
touch than by the sense of sight. As a result the 
security of the ligatures is less dependable. Mention 
is made of the growing tendency to remove the gall 
bladder and close the abdomen without the estab- 
lishment of drainage, a practice occasionally fol- 
lowed by death which the author believes might 
otherwise have been prevented. 

Early cholecystectomy removes the danger of 
cancer and other serious changes in the gall bladder 
and prevents the spread of gall-bladder infection 
to other structures through the lymphatics. Chole- 
cystostomy, when done early, is practically without 
danger and in the majority of cases relieves the symp- 
toms almost as well as cholecystectomy. 

Morris H. Kaun, M.D. 


Burden, V. G.: Observations on the Histological 
and Pathological Anatomy of the Hepatic, 
Cystic, and Common Bile Ducts. Ann. Surg., 
1925, Ixxxii, 584. 

The hepatic, cystic (distal part), and common bile 
ducts are identical in structure. They are lined by a 
layer of tall columnar epithelium which covers a sur- 
face made uneven by numerous shallow depressions. 
The epithelium rests directly upon a thick compact 
layer of elastic connective tissue which makes up 
most of the thickness of the wall and is chiefly re- 
sponsible for the tensile strength of the duct. The 
outside coat of the duct is composed of a loose layer 
of areolar tissue in which are found bundles of un- 
striped muscle, blood vessels, and lymphatics. 

The walls of the ducts are richly supplied with 
glands which are situated for the most part in the 


outer coat, but the ducts of the glands, coming to- 
gether from all directions, finally empty into am- 
pulla-like openings which are arranged in a regular 
manner around the duct and communicate with its 
lumen. There is no evidence of true parietal sacculi 
or diverticula. 

The ducts are provided with a well-developed mus- 
culature composed of isolated longitudinal and cir- 
cular bundles situated in the outer layer of the duct 
and separated from each other by connective tissue. 
The muscle does not form a compact layer, but is 
arranged as a loose network. 

The most frequent pathological changes in the 
ducts are those of inflammation. Cholecystitis is 
nearly always accompanied by infection in the walls 
of the ducts. The lesions are those of the usual 
chronic inflammatory type, characterized by lymph- 
ocytic infiltration and the production of fibrous tis- 
sue. The glands may retain infection and aid in its 
dissemination through the duct. The glands respond 
to the irritation by an overproduction of mucus and 
become dilated and cystic. The process of repair is 
attended by the formation of fibrous tissue which re- 
sults in a thick and inelastic tube. 


Lafourcade, J.: Two Cases of Cicatricial Oblitera- 
tion of the Common Duct: Lateral Anastomo- 
sis of the Common Duct with the Duodenum 
in the First Case and Reconstruction of the 
Duct with a Rubber Tube in the Second (Deux 
observations d’oblitération cicatricielle du cholé- 
doque: anastomose latérale entre le cholédoque et la 
duodénum dans le premier cas; reconstitution par 
prothése avec tube de caoutchouc dans le second). 
Bull. et mém. Soc. nat. de chir., 1925, li, 828. 

The first case reported was that of a patient aged 
63 years who had had typhoid fever thirteen years 
previously and for some years had experienced a 
sensation of heaviness and discomfort in the right 
hypochondrium. During the past nine months there 
had been increasingly severe attacks of pain in the 
pit of the stomach. The attacks at first came on at 
eight- or ten-day intervals, but later occurred as 
often as twice a week. They began two hours after 
meals, lasted five hours, and were usually accom- 
panied by nausea, vomiting, and great depression, 
and occasionally by slight jaundice and acholic 
stools. Morphine was necessary for their relief. 
There was no pain in the back or the shoulder. The 
patient dieted and lost 30 kilos of weight. 

Near the costal margin a large pear-shaped gall 
bladder could be outlined and was visible in the 
roentgenogram. At operation the gall bladder was 
found to be very thick walled, but contained no 
stones. The cystic duct was normal. The hepatic 
and common ducts were dilated to a diameter of 
more than 2 cm. The dilatation ended abruptly 
114 cm. from the duodenum in a thickened cord or 
strictured segment which would not admit a fine 
probe. 

Lafourcade performed a lateral anastomosis of 
the dilated common duct with the second portion of 
the duodenum and closed the abdomen without 
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drainage. The patient completely recovered with- 
out evidence of ascending biliary infection. 

The second case was that of a 58-year-old patient 
who had had biliary disturbances and many attacks 
of hepatic colic during the previous thirty years, and 
for a long time had suffered from attacks of inter- 
mittent jaundice with acholic stools lasting for three 
or four weeks. During the past eight months he had 
had continuous jaundice without chills or fever, and 
recently there had been hepatic attacks of great 
severity which occurred every five or six hours. 

At the time the patient was examined by the 
author his pulse was slow, his skin was of a greenish 
hue, his stools were acholic, his urine was highly bile 
stained, and he was suffering from an intense pruri- 
tus. The enlarged liver extended four fingerbreadths 
below the costal margin. ‘There were no hamor- 
rhages, but the general condition was precarious. 

Operation revealed numerous subhepatic adhe- 
sions and an extremely atrophied gall bladder. No 
stones were found. The common duct showed 
marked induration and its walls were 14 cm. thick. 
A probe entered the lumen with difficulty. On in- 
cision of the hepatic duct a large quantity of bile 
escaped. 

The author inserted one end of a No. 18 rubber 
tube into the posterior wall of the second part of the 
duodenum and the other end into the hepatic duct, 
narrowed the biliary and duodenal incisions by 
means of sutures, and covered the connecting rubber 
tube with the neighboring structures—the duode- 
num, pylorus, and gastrohepatic omentum. The 
abdominal wound was closed around a drainage 
tube. The patient stood the operation well, but 
during the night went into coma and died. 

In conclusion Lafourcade states that the diagnosis 
of obliteration of the principal bile passages is difli- 
cult, at times depending upon exploratory operation; 
that the procedure indicated can be determined only 
after exploration; and that in obliteration of the 
common bile duct early intervention is important. 

Water C. Burkert, M.D. 


McWhorter, G. L.: Cysts of the Pancreas. Arch. 
Surg., 1925, Xi, 619. 

Cysts of the pancreas may be divided into four 
main classes: (1) retention cysts, (2) cystic nco- 
plasms (proliferation cysts), (3) pseudo-cysts, and 
(4) parasitic cysts. 

The most frequent cause of retention cysts is be- 
lieved to be chronic pancreatitis producing gradual] 
stenosis of the ducts and compression of the pan- 
creatic duct from without or within. 

Proliferation cysts are those resulting from tumors 
or primary cystic degeneration of the pancreas. 

Pseudo-cysts are usually the result of hamor- 
rhage, necrosis, or degeneration; often there is a his- 
tory of trauma. 

Parasitic cysts, which are rare, are generally due 
to the ecchinococcus. 

Pancreatic cysts occur with equal frequency in 
males and females. They are most common be- 


tween the ages of 20 and 4o years. In a number 
of cases they have been discovered immediately or 
soon after childbirth. Gall stones and gall-bladder 
disease are frequently associated with cysts of the 
pancreas. 

Pancreatic cysts vary in size and may be either 
single or multiple. In general, the tail of the pan- 
creas seems to be their most common location. The 
cyst contents vary from a milky to a brownish fluid. 
The cyst walls are usually fibrous and vary in thick- 
ness. 

In the cases reviewed the duration of the symp- 
toms ranged from a few months to many years. One 
of the most constant symptoms was pain which came 
on in attacks and was referred to the epigastrium. 
A tumor was usually palpable in the epigastrium or 
the left upper quadrant. In the traumatic group 
the tumor increased rapidly in size. The diagnosis 
was correctly made in less than one-half of the cases. 
There were no constant laboratory findings. 

Pancreatic cysts tend to increase in size and to 
cause increasingly severe symptoms. 

Drainage of the cyst has resulted in a high per- 
centage of cures with a low mortality and in the 
majority of Gases may be wisely chosen. Because 
of the danger of haemorrhage and injury to the ducts, 
complete excision should be attempted only when the 
cyst is located in the tail of the pancreas or has a 
pedicle. Partial excision may be done in selected 
cases. Cyrit J. Giaspet, M.D. 


MISCELLANEOUS 


Hedblom, C. A.: Diaphragmatic Hernia: A Study of 
378 Cases in Which Operation Was Performed. 
J. Am. M. Ass., 1925, \xxxv, 947. 

This article is based on a study of 19 cases of 
diaphragmatic hernia treated at the Mayo Clinic 
and 359 reported in the literature. 

The etiology of diaphragmatic hernia is often 
obscure, its pathology is diverse, and its clinical 
manifestations are manifold. 

In about two-thirds of the reported cases occurring 
in civil life the hernia was due to a penetrating 
wound or rupture of the diaphragm by sudden great- 
ly increased pressure. In one-sixth, it was con- 
genital, and in one-sixth acquired. 

In a large percentage of the reported cases the 
hernia was recognized only after the symptoms had 
been present for many years. In a considerable 
number it was unsuspected and was discovered at 
operation or autopsy. 

The history of a penetrating wound of the lower 
thorax, a crush, a collision, or a fall, or symptoms 
referable to either the abdomen or the thorax should 
suggest the possibility of diaphragmatic hernia in 
every case in which the diagnosis remains in doubt. 

In the differential diagnosis, chief reliance is to be 
placed on the X-ray demonstration of an abdominal 
viscus in the thorax following a bismuth meal. 

When diaphragmatic hernia is suspected an ex- 
ploratory operation should be performed. 
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Exploratory laparotomy is indicated also in cases 
of obstruction in which the cause is uncertain. In 
cases of diaphragmatic hernia due to a recent wound 
and associated with prolapse of the omentum thora- 
cotomy is the most direct approach and may be com- 
bined with trans-diaphragmatic exploration for injury 
to abdominal viscera. In ordinary cases without ob- 
struction, thoracotomy has had a somewhat lower 
mortality than laparotomy, and successful closure 
has been effected much more frequently. 

In more than go per cent of the cases reviewed 
there was no sac. ‘The occurrence of operative 
pneumothorax in thoracotomy may be largely obvi- 
ated by the use of positive pressure intrapharyngeal 
insufflation anasthesia. 

If possible, the hernial ring should be sutured. In 
a few cases the opening has been successfully closed 
with fascia transplants or by a muscle plastic. After 
its closure the air should be aspirated from the 
pleural cavity. 

Recurrences have been reported in about 5 per 
cent of the cases. ‘These are probably due to incom- 
plete closure or tension on the suture line. 

The operative mortality has been due largely to 
delay of operation in the presence of an obstruction, 
to shock, and to respiratory failure. 

Operation for diaphragmatic hernia, whether 
laparotomy or thoracotomy, usually involves the 
technical considerations and problems of surgical 
pneumothorax. H. Hoyr Cox, M.D. 


Jones, D. F., McKittrick, L. S., and Root, H. F.: 
Abdominal Surgery in Diabetes. J. Am. M. Ass., 
1925, Ixxxv, 809. 


The authors strongly urge the co-operation of 
internist and surgeon in the treatment of surgical 
diabetes in order that the mortality may be de- 
creased and unfavorable postoperative sequel may 
be prevented. In the induction of anwsthesia ether 


is least harmful when it is administered as a supple- 
ment to a local anesthetic under which the opera- 
tion is begun. 

Operation is safer when the urine contains some 
sugar than when it contains no sugar but shows 
acetone and diacetic acid. It is therefore unwise 
to use radical dietetic measures to bring down a 
hyperglycemia rapidly. 

Before operation the fluid intake should be -from 
2 to 3 liters daily. Insulin may be used to render the 
urine sugar-free. 

After operation insulin should be given on the 
basis of the qualitative (Benedict) test as shown by 
the three-hour specimen. Every specimen should 
be saved for the twenty-four-hour total. A _ red, 
brown, or yellow Benedict test for sugar should be 
followed by the administration of 15 units of insulin. 
If diacetic acid is present, 20 units should be given. 
When the reaction is green the dose of insulin may 
be cut to 5 or 10 units and no effort need be made 
to cover the insulin with carbohydrate. The fluid 
intake after operation should be at least 1,500 c.cm. 
during the first twenty-four hours. The fluid may 
be given rectally—6 oz. every four or six hours— 
and in small amounts by mouth as desired. As early 
as possible a daily intake of 2 or 3 liters should be 
encouraged. The dict is taken care of by giving 
from 40 to 60 gm. of carbohydrate. At this stage of 
the treatment little thought is given to the protein 
requirement. As early and as rapidly as possible, 
milk, cream, crackers, butter, and eggs may be 
added until, at about the seventh to the tenth day, 
the minimal maintenance diet is taken. 

In conclusion, the authors state that no limitations 
should be placed on the diabetic patient that should 
not be placed on the normal person—in other words, 
the surgical condition should be treated first and 
the diabetes treated after the operation. 

ANTHONY F. SAvA, M.D. 
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GY NECOLOGY 


UTERUS 


Masson, J. C., and Foucar, H. O.: The Use of Zinc 
Chloride in Gynecology. Am. J. Obst. & Gynec., 
1925, X, 355- 

Zinc chloride was used in the Mayo Clinic in the 
treatment of thirty gynecological patients whose ages 
ranged from 30 to 67 years (average age, 50 years). 
Twenty-five (83 per cent) were more than 45 years 
old. ‘Twenty-six of the thirty patients complained of 
bleeding, menorrhagia, metrorrhagia, or irregular 
bleeding after the menopause, while the four others 
complained chiefly of leucorrhoea. The treatment was 
not used for the sterilization of mentally defective per- 
sons nor for chronic specific endometritis. ‘Ten of the 
patients were approaching the menopause, and nine- 
teen had already passed it. The other patient, aged 
34 years, had bleeding associated with small fibro- 
myomata. In all of the cases dilatation and curettage 
were done and were followed immediately by micro- 
scopic examination of the scrapings. 

Purulent, hypertrophic, atrophic, and polypoid 
endometritis, fibromyomata, and cervical and uter- 
ine polyps were found. In none of the cases did the 
condition seem to warrant radical surgery. On the 
other hand, the symptoms were such as to justify 
complete destruction of the endometrium, and with 
the zinc chloride treatment it was hoped that the 
destruction would be permanent. If it failed, the 
alternative of radical surgery still remained. 

The thirty cases in the Mayo Clinic series were 
selected from 1,492 cases in which surgery was ad- 
vised for some pathological condition of the uterus. 
In 416 cases dilatation and curettage were done; in 
471, hysterectomy; and in 75, myomectomy. In 500, 
radium was used. The authors’ experience with the 
method leads them to believe that it has a very 
limited field; it is probably not applicable to more 
than 2 per cent of uterine cases, but in those in 
which it is especially indicated, it usually gives satis- 
factory results. 

The zinc chloride treatment is simple, but should 
be undertaken with scrupulous care. ‘There must be 
no excess of solution on the gauze because uterine 
contractions may squeeze a few drops of it through 
the tubes into the pelvic peritoneum or through the 
cervix into the vagina. If the gauze touches any 
part of the genitalia before it enters the uterus a 
burn will result. 

The operation occupies a position intermediate 
between a simple curettage on the one hand and a 
surgical hysterectomy on the other. Its field of use- 
fulness is probably very limited, but in a few careful- 
ly selected cases it may be very valuable. The 
patients should be women passing through or past 
the menopause who are having abnormal bleeding or 


leucorrhoea not due to malignancy and for whom a 
hysterectomy seems hardly justified and less radical 
methods would not give a good result. 

The chief disadvantage of the procedure is the lack 
of any very accurate means of controlling the dosage. 
The complications which have been described by 
other writers on the subject are excessive erosion and 
sloughing; haemorrhage, which is sometimes alarm- 
ing; stenosis of the cervix with hydrometria requiring 
surgical intervention; pelvic and generalized peri- 
tonitis, sometimes ending fatally; and death due to 
toxic absorption. Most of these, however, occurred 
when the solution was injected directly into the 
uterus by means of a syringe or when little was done 
to protect the vagina. 

The advantages of the procedure are that it is 
simple and destroys the endometrium without injur- 
ing the ovaries. In certain borderline cases a major 
operation can-be avoided by its use, and, if it proves 
unsatisfactory, hysterectomy can still be performed. 


Clark, J. G., and Block, F. B.: The Treatment of 
Uterine Fibromyomata. Am. J. Obst. & Gynec., 
1925, X, 560. 


In the authors’ complicated cases of uterine fibro 
myomata subjected to operation, the mortality is 3 
per cent, but in their operative series as a whole it 
ranges from o.7 to 1.4 per cent. In their entire 
series of 422 cases treated by irradiation or oper- 
ation it ranges from 0.47 to 0.7 per cent, according 
to the method of calculation. The mortality and 
morbidity of fibroid tumors of the uterus are duc 
usually to the complicating lesions. 

E. L. Cornett, M.D. 


Stacy, L. J.: The Treatment of Carcinoma of the 
Body of the Uterus. Kadiology, 1925, v, 331. 


The author reviews a series of 269 cases of car- 
cinoma of the body of the uterus in which hysterec- 
tomy was performed at the Mayo Clinic between 
January 1, 1907, and January 1, 1921, and also a 
scries of forty-one cases treated with radium between 
January 1, 1916, and January 1, 1921. 

It is of interest to note that 239 (88.84 per cent) 
of the women operated on were married. Of these, 
170 had borne children and thirteen others had had 
miscarriages. One hundred and seventy-three (64.31 
per cent) had passed the menopause by an average 
of nine and two-tenths years. 

The author believes that unless there are facilitics 
to make the pathological diagnosis while the patient 
is under anesthesia, it is better to proceed at once 
with the hysterectomy, if the history is strongly 
suggestive of malignancy, than to allow several days 
to elapse between the curettage and the hysterec 
tomy. The author’s conclusions are as follows: 
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Carcinoma of the body of the uterus is most 
common in the fifth decade and tends to remain 
localized in the uterine muscularis. 

After the menopause, the first symptom of car- 
cinoma is most frequently a bloody vaginal dis- 
charge, while before the menopause it is intermen- 
strual bleeding. Pain is rarely an early symptom. 

Uterine fibromyoma apparently increases the in- 
cidence of carcinoma of the body of the uterus and 
may mask the symptoms of the carcinoma. 

When there are suggestive clinical’ signs of malig- 
nancy care must be taken not to place too much re- 
liance on a negative report from the microscopic 
examination of tissue removed with the curette. 

Several factors evidently determine the prognosis 
following hysterectomy for carcinoma: (1) the grade 
of malignancy; (2) the age of the patient; (3) the 
duration of the symptoms before operation; and (4) 
the patient’s resistance to malignancy, a term used 
for the unknown factor of carcinoma. 

Early cases of carcinoma of the body of the uterus 
are better treated by surgery than by radium. The 
X-ray and radium are indicated for cases in which 
surgery is contra-indicated by some general condi- 
tion or by extensive malignancy, and for the control 
of vaginal recurrences of the malignancy. 

While total abdominal hysterectomy is attended 
by a higher operative mortality than vaginal 
hysterectomy, it offers a higher percentage of four- 
year cures. RoLanp S. Cron, M.D. 


EXTERNAL GENITALIA 


Palmer, A. C.: Endometriomata of the Vulva and 
Perineum. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Obst. & Gynec., 83. 

All of the three endometriomata described were 
situated in the region of the vulva. One was in the 
subcutis of the perineum; one in the subcutis at the 
upper part of the left labium majus; and one in 
the upper part of the right labium majus. 

In one case the tumor may have been the result 
of implantation, but in the two others there had 
been no operation of any kind. : 

In the second case the nodule had been causing 
symptoms for two years. As no other abnormality 
was found in the genital canal and no previous 
operation had been performed, the cause was prob- 
ably developmental abnormality. 

In the last case the histological picture did not 
closely resemble endometrium, but as the patient 
had had an ectopic pregnancy, the alteration in 
structure might have been due partly to pressure 
from hemorrhage into and around the gland tubes 
and partly to the resulting inflammatory reaction. 

RoLanb S. Cron, M.D. 


Robinson, G. D.: Absorption from the Human 
Vagina. J. Obst. & Gynec. Brit. Emp., 1925, xxxii, 
490. 

It has been suggested by clinical evidence that 
certain constituents of the semen are normally ab- 


sorbed from the vagina and, circulating in the 
blood, exert a physiological effect on the functions 
of the body in general. So far as the author is aware, 
however, no definite experimental evidence has been 
adduced to show that the human vagina possesses 
the power of absorption. To settle this question, he 
carried out a series of experiments. 

It was found that potassium iodide and sodium 
salicylates are rapidly absorbed from the vagina and 
appear in the urine an hour after their introduction. 
Quinine, cane sugar, and phenol red are absorbed 
and excreted less rapidly. It is probable that glucose 
is also absorbed, but oxidation takes place so rapidly 
that its detection is impossible. Methylene blue is 
apparently absorbed in very minute quantities. 

RoLanp S. Cron, M.D. 


MISCELLANEOUS 


Kavacs, F.: The Influence of the Male Sex Gland 
on the Female: An Experimental Study to 
Determine the Sex Ratio of the Offspring. 
Am. J. Obst. & Gynec., 1925, X, 527. 

The ratio of male offspring of the albino rat can 
be increased by subcutaneous injections of testis 
tissue into the female rat eight days before mating. 
The author obtained the greatest influence by trans- 
planting the testis into the female rat before the 
mating. Subcutaneous injections of testis tissue of 
the same species into the female rat causes a tem- 
porary sterility lasting for from three to eleven weeks. 

Steinach’s theory of the antagonism of the gonads 
is incorrect. A successful transplantation of testis 
into the adult female rat can be done without 
previous removal of the ovaries. Such females can 
become pregnant, give birth to young, and raise 
their litters normally. The functioning testis tissue 
transplanted into the female does not exert a signif- 
icant influence on the biological function nor change 
the morphological structure of the ovaries. 

I. L. Cornett, M.D. 


Scaglione, S.: Sterilization by Testicular Trans- 
plants (Sterilitaé da innesti di testicolo omologo). 
Riv. ital. di ginec., 1925, iii, 819. 

Following the transplantation of a large piece 
(size not stated) of rabbit testis into the backs of 
nineteen healthy female rabbits these animals re- 
mained sterile for from one hundred and fifteen to 
one hundred and sixty days while controls living 
under the same conditions conceived after from 
seventy-six to one hundred and one days. Four- 
teen other rabbits into which three pieces (size not 
stated) of rabbit testis were transplanted remained 
sterile for from one hundred and fifty-six days to 
eight months while controls gave birth to a litter in 
from seventy-four to eighty days. 

Microscopic section of the transplants usually 
showed fatty necrosis and destruction, but in a few 
cases there was some evidence of growth and viabil- 
ity of the interstitial cells of the transplants. In all 
of the experimental animals there was no change in 
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the histological picture of the ovaries and uterus 
despite the presence and active functioning of a 
transplant of the opposite sex gland. 

The author found also that the sera of the female 
rabbits with testicular transplants would “fix” 
spermatozoa in from ten to fourteen minutes in the 
cases of animals with only one transplant and in 
from three to ten minutes in the cases of those with 
three transplants. The controls fixed sperm in from 
nine to twenty minutes. 

SAMUEL J. Focetson, M.D. 


Clark, J.G.: The Poor Risk for Surgery of the Pelvic 
Organs. J. Am. M. Ass., 1925, lxxxv, 881. 


The author briefly discusses the relative merits of 
the various anesthetics and points out the necessity 
for the greatest possible skill in their administration. 
Because the anesthetist today occupies a premier 
position in the staff of surgical assistants the fre- 
quency and gravity of postoperative sequelx, so far 
as the patient’s general condition is concerned, are 
reduced to the minimum, provided the patient has 
been given careful pre-operative study. 

Clark has found that the best protection against 
renal and intestinal complications is the administra- 
tion, by enteroclysis, of a liter of 2 per cent sodium 
bicarbonate solution with 2 oz. of paraffin at the com- 


pletion of an operation, while the patient is in the 
Trendelenburg position and still under anesthesia. 

So-called heart failure is the last danger that the 
surgeon anticipates today as experience has taught 
him that this is a minimal risk. In most cases pre- 
operative cardiac manifestations will disappear under 
the quieting effects of a well administered anesthetic, 
especially if it has been guarded by a preliminary 
hypnotic, and excellent heart action will supervene. 

For the same reason, renal complications, when 
properly estimated, have ceased to cause anxiety. 
With the methods now available for the estimation 
of the excretory function of the kidneys, there is little 
excuse for postoperative renal complications. 

A large percentage of medical and surgical patients 
may be included in the so-called neurasthenic group. 
Some of them have actual and definable lesions which 
are responsible for the disturbance of their nervous 
equilibrium; others are the victims of apprehension ; 
and in a large percentage the mechanism for the pro- 
duction of vital force is congenitally deficient. 

One of the greatest values of a follow-up system is 
its revelation of the fallacy of operations performed 
on congenitally or chronically neurotic patients. ‘Too 
often the attempt is made to correct this defect in the 
central nervous system by tinkering with its periph- 
eral mechanism. Roranp S. Cron, M.D. 





OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


McDonagh, J. E. R.: The Changes the Blood 
Undergoes in Pregnancy and After. J. Obst. & 
Gynac. Brit. Emp., 1925, XXXli, 512. . 

The toxemias of pregnancy and the puerperium 
are due to the physical changes occurring in the 
protein particles of the plasma. 

The protein particles are subjected to dehydra- 
tion. When this process is simple, some of the pro- 
tein particles merely part with their absorbed con- 
stituents (electricity, salts, sugar, amino-nitrogen, 
and fat) and go into true solution, but when it is 
severe, they increase in number to such an extent 
that gelation occurs or they increase in size, agglu- 
tinate, and become precipitated. 

In pregnancy, gelation is the cause of hyperemesis 
gravidarum, while in the puerperium it is responsible 
for venous thrombosis. 

Gelatohydration or precipitation is the cause of 
eclampsia in pregnancy, and of various forms of 
cerebral disorientation in the puerperium. 

Continued dehydration such as may result from 
multiple pregnancies is a cause of climacteric ar- 
thritis and hyperpiesis. 

Gelation may be counteracted by conduction or 
by hydration. 

Precipitated particles must be broken up; when this 
is achieved they circulate again. Gelato-hydrated 
particles are best broken up by colloid iodine, glu- 
cose, sodium thiosulphate, and oxygen. 

The mesenchymatous changes resulting from long- 
continued dehydration are best overcome by organic 
preparations of sulphur, such as thiol-histamine, 
contramine, and insulin. 

The changes occurring in the protein particles of 
the plasma during pregnancy and the puerperium 
are not specific; they may be encountéred in infec- 
tions and in other intoxications. Anasthetics may 
produce identical changes. The changes responsible 
for eclampsia are the same as those causing uramic 
and diabetic coma. Rotanp S. Cron, M.D. 


Willett, J. A.: The Treatment of Placenta Praevia 
by Continuous Weight Traction. A Report of 
Seven Cases. Proc. Roy. Soc. Med., Lond., 1925, 
xviii, Sect. Obst. & Gynzxc., go. 

The author had for some time thought that if the 
requisite pressure could be exerted by the forecoming 
head, the disadvantages of version and of the de 
Ribes bag might be obviated, and by earlier treat- 
ment with less interference the risk of sepsis might 
be decreased. 

It was first necessary to obtain a satisfactory trac- 
tor forceps. Willett concluded that, when fixed in 
the scalp of a dead fetus, the forceps should be able 


to sustain a 3-lb. weight for twelve hours contin- 
uously. He tried de Martel’s surgical scalp forceps, 
increased in length to 7% in. This instrument came 
through the test successfully and up to the present 
time has proved satisfactory. It is of the T-shaped 
clip type, the holding bars being % in. long, narrow 
enough to pass where a finger will pass, and rigid 
enough to sustain the requisite weight when fixed in 
the fetal scalp. The holding teeth are rounded. 

The application of the forceps is easy. They can 
be applied to the scalp as soon as the os will admit a 
finger. Preferably, an anesthetic is given and the 
membranes are ruptured with the forceps which, 
with the blades closed, are passed through the os 
until the head is reached. The blades are then 
separated and, pressing on the scalp, are closed. 
The grip thus obtained is superficial, never bulges 
below the bars of the forceps, and depends somewhat 
upon the amount of dilatation present. A weight 
varying from 1 to 2 lbs. hanging over the end of the 
bed is applied to the handles of the forceps by a tape. 
Nothing further is done until the head is in the va- 
gina, when the forceps are removed and the patient 
is allowed to deliver herself without further inter- 
ference. The scalp stretches rapidly at first, and the 
forceps descend rather quickly. As this gives the 
impression that the head is descending as well, care 
must be taken not to remove the forceps too soon, 

One patient died from postpartum haemorrhage 
due to a morbidly adherent placenta. Three babies 
were born dead, one was premature, and one was 
macerated. 

The puerperium was afebrile in five cases and 
slightly febrile in two. In neither instance was the 
sepsis severe. 

Damage to the scalp varies with the duration of 
the traction. When the traction is continued for 
from five to six hours very little damage is done and 
the puncture wounds heal readily. 

The method described is both easy and quick and 
has never failed to check the bleeding immediately 
and completely. It is therefore suitable for externe 
and domiciliary practice. It is of value also in the 
hospital as its use permits an unhurried decision as 
to the best method of delivery. 

RoLanp S. Cron, M.D. 


Hempel, E.: Ruptured Extra-Uterine Pregnancy 
and Its Treatment by Autogenous Blood 
Transfusion (Ueber die geplatzte Extrauterin- 
graviditaet und deren Behandlung mit Eigenblutin- 
fusionen). Beitr. z. klin. Chir., 1925, Cxxxill, 367. 

The author states that in the majority of cases of 
ruptured extra-uterine pregnancy more blood is to be 
found in the free abdominal cavity than is generally 
believed. In discussing the clinical picture of the 
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condition he calls attention to the sensitiveness to 
pressure of the abdomen, Cullen’s sign, and other 
symptoms which are of aid in the diagnosis, and 
emphasizes the diagnostic value of abdominal 
paracentesis. 

The blood used for autogenous infusion must be 
free from infection and must not be too old. As it is 
removed from the abdomen it should be treated with 
sodium citrate. 

In discussing the value of autogenous blood in- 
fusion Hempel reviews the reported cases in which 
the procedure was followed by disturbances. Those 
in which death occurred are cited in detail. In con- 
clusion he reports the cases in which he has used the 
method and describes his technique. 

VON WEINZIERL (G). 


LABOR AND ITS COMPLICATIONS 


Bretz, M.: Rotation of the Uterus During Labor 
(Achsendrehung des Uterus in der Geburt). Monats- 
schr. f. Geburtsh. u.Gynack., 1925, \xix, 20. 


The case reported was that of a 21-year-old 
rachitic primipara with talipes equinus on the left 
side, a lumbar kyphosis, and a narrow pelvic outlet. 
The head of the fetus was flexed to the right and the 
fundus was underneath the left costal arch. The 
occiput was firmly fixed on the right side above the 
pelvic brim and could not be brought into the pelvic 
inlet. 

Seven hours after the beginning of labor pains the 
patient complained of sharp pains on both sides of 
the abdomen and became very restless. Nine hours 
after the onset of labor a caesarean section was per- 
formed. a longitudinal median incision being made. 
The uterus was found rotated 180 degrees toward the 
left. In spite of the fact that there were no adhe- 
sions it could not be returned to its normal position. 
Therefore its posterior wall was opened. A living 
child weighing 3,650 gm. was removed. After de- 
livery of the child the uterus was turned back into 
position with ease. At the time of the patient’s 
discharge from the hospital it was retroflexed to the 
right of the midline. 

In discussing the possible causes of the twisting 
the author suggests that it may have been due to 
the pendulous condition of the abdomen resulting 
from the kyphosis. ScnuBert (G). 


De Lee, J. B.: An Illustrated History of the Low or 
Cervical Cesarean Sections. Am. J. Obst. & 
Gynec., 1925, X, 503- 

The history of the cervical cawsarean section shows 
that the principles of the low incision were estab- 
lished at the very beginning, and that the operation 
performed today is the result of the development of 
our knowledge of the local anatomy and improve- 
ment in the surgical technique and anasthesia. 

Mythology abounds in instances of casarean sec- 
tion on the dead mother. The removal of the child 
after the death of its mother was the Lex Regia of 
Numa Pompilius in 700 B.C. Section on the living 


woman was not recorded until 1420, but was prac- 
ticed long before Christ. The Babylonian Jews in 
the Mischnejoth (140 B.C.) described two kinds of 
cesarean section, the Kariyath Habeten, which was 
similar to the classical operation, and the Jotze 
Dofan or flank delivery which may have been the 
operation of Ritgen (1821), Thomas (1870), and 
Davis (1924). Death, the usual outcome, was due 
to hemorrhage or peritonitis resulting from imper- 
fect closure of the uterine wound. The lochia were 
almost always discharged through the abdominal 
aperture, 

The first to make a purposeful, scientifically 
thought-out attempt to circumvent these dangers 
was Osiander of Goettingen. Ritgen, in 1821, fol- 
lowing the same line of reasoning, tried to reach the 
vagina by an incision parallel with Poupart’s liga- 
ment, operating subperitoneally, but failed because 
of a lack of anatomical knowledge. 

In 1823, Baudelocque, the younger, devised two 
low operations for abdominal removal of the child. 
One was similar to the Ritgen procedure. The other 
was the same in all respects except that the ap- 
proach to the vagina was made through the peri- 
toneal cavity, In 1894, Physick, of Philadelphia, 
recommended to Dewees a true extraperitoneal 
cesarean section. 

In 1870, Thomas, of New York. revived Ritgen’s 
gastro-clytrotomy. In 1876, however. Porro devised 
his operation which almost did away with the 
dangers of haemorrhage and sepsis. 

In 1881 Kehrer modified the classical section by 
making the incision at the juncture of the cervix 
with the body of the uterus and transversely. He 
insisted on accurate suture. Not enough attention 
was paid to this advance in the technique. Saenger’s 
improvement of the classical cwsarean section in 
1882 consisted mainly in firm closure of the uterus 
combined with rigid asepsis by which the operation 
was freed from most of its dangers. In 1906, Frank, 
of Cologne, presented an improved Osiander-Joerg- 
Physick operation. This he performed in thirteen 
cases without a death. German obstetricians then 
began experimenting with the new procedure. 
German operators contributed most to the develop- 
ment of the modern cesarean section. 

In 1918, Veit and Fromme, of Halle, substituted 
the longitudinal for the transverse abdominal and 
uterine incision, uniting the edges of the parictal 
peritoneum to the edges of the undermined uterine 
peritoneum with clamps before opening the lower 
uterine segment. Hirst, of Philadelphia, worked out 
an identical operation independently. 

The anatomical studies of Sellheim on the pelvic 
viscera in the nonpregnant and pregnant states 
served to clear up many questions regarding the 
possible methods of approaching the cervix by the 
abdominal route. Sellheim first tried to follow 
Physick’s recommendation and later adopted 
Frank’s method. He used the Pfannenstiel incision 
instead of the Bardenheuer incision and cut the 
uterus medially instead of transversely. As further 





122 INTERNATIONAL ABSTRACT OF SURGERY 


experience revealed that in septic cases all danger of 
peritonitis was not removed by this technique, he 
sewed both the parietal and the visceral peritoneum 
to the edges of the skin and then, after delivering the 
child, united the gaping ring of the cervix to the 
sides of the abdominal incision, and left the wound 
open until the danger was past. 

In 1910 Sellheim simplified the low casarean sec- 
tion by opening the abdomen longitudinally, omit- 
ting the peritoneal suture, and packing the free 
peritoneal cavity off with pads, thus making the 
operation entirely intraperitoneal. Frank, Opitz, 
Henkel, Kroenig, Polak, and Beck performed this op- 
eration, making slight inconsequential modifications. 

Meanwhile other experimentors were trying to 
perfect the Ritgen-Physick, Thomas-Sellheim true 
extraperitoneal approach to the cervix. After Sell- 
heim, Kuestner, Latzko, Kermauner, and Doeder- 
lein carried on the work. 

The operation to which the author gave the name 
“laparotrachelotomy”’ is essentially the fourth one 
devised by Sellheim. 

In the discussion of this report, Beck stated that 
the greatest credit in connection with the low 
cesarean section belongs to Frank because he again 
directed attention to the lower segment of the uterus 
and to better peritonization of the wound. 

KosMAK stated that he regards rupture of the 
lower segment as more serious than rupture of the 
body of the uterus. E. L. Cornet, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Dafoe, W. A.: An Account of an Epidemic of Puer- 
peral Sepsis Due to Streptococcus Hzemolyticus. 
Edinburgh M. J., 1925, n.s. xxxii, 133. 

The cases of infection reported occurred in the 
Burnside Maternity Department of the Toronto 
General Hospital during the latter part of January 
and February, 1924. They were coincident with 
other cases of puerperal sepsis of a similar type in 
various other hospitals and in private practice. At 
the same time there was a marked prevalence of sore 
throats, sinus infections, and middle-ear trouble 
throughout the city. 

There were eight fatal cases of puerperal sepsis 
due to streptococcus hemolyticus. With the excep- 
tion of Case 1, the septicaemia developed and ter- 
minated fatally in a period of three weeks during the 
month of February. The infection in Case 1 oc- 
curred in January. 

It was found that in this epidemic the best method 
of treating the acute puerperal sepsis was to prevent 
its occurrence. Every patient showing a positive 
blood culture died in spite of treatment. 

In the prevention of the occurrence of the condi- 
tion the combined measures of eliminating the infec- 
tion, preventing the spread of infection already 
present, and early treatment by immunization of 
patients exposed to the infection was very gratifying; 
after these measures were taken no further cases of 
positive blood infection developed. 


The use of phenol to produce an active immunity 
quickly for a short time was found very valuable. 
Cart H. Davis, M.D. 


Asteriadés, T.: Two Serious Cases of Puerperal 
Infection—One Following Abortion, the Other 
Following Delivery—Which Were Cured by 
Vaginal Hysterectomy (Deux cas d’infection 
puerpérale grave, l’un post abortum, l’autre post 
partum, guéris par l’hystérectomie vaginale). Bull. 
et mém. Soc. nat. de chir., 1925, li, 608. 

The first case reported was that of a woman 36 
years old. The infection followed abortion occurring 
in the fourth month of pregnancy. The second case 
was that of a 19-year-old woman. Before operation, 
the author used various non-surgical measures, but 
the temperature rose to 40 degrees C. and over, and 
the pulse rate to 130. He therefore performed a 
vaginal hysterectomy. Examination of the removed 
uterus showed that the infection was very deep. 

In the first case, in which the uterus was large, the 
mucosa had been curetted completely but the uterine 
parenchyma was found infiltrated with small ab- 
scesses filled with foetid pus and the mass was spongy 
and foul smelling. In the second case the mucosa 
was necrosed, friable, and purulent. 

In both cases the infection was deeper than could 
be reached by simple curettage or irrigation of the 
uterine cavity. SALVATORE DI Patma, M.D. 


Polak, J. O.: Further Studies in Puerperal In- 
fections and Their Treatment. Am. J. Obst. & 
Gynec., 1925, X, 521. 

The author states that the patient who recovers 
from a puerperal infection in the blood stream or the 
local tissues does so as the result of a reaction 
sufficient to inhibit the further growth of the bac- 
terial invader. 

It has been shown experimentally and clinically 
that antiseptic dyes in a concentration of 1: 10,000, 
which is the highest concentration compatible with 
life, cause irritation of the liver, kidneys, and heart 
resulting in definite pathological changes. It has 
been found also that their intravenous use produces 
an increase in the leucocytosis which is not main- 
tained for longer than twenty-four hours. 

Blood transfusion, on the other hand, increases 
the blood cells, the alkalinity of the blood, the al- 
kalinity of the tissue fluids, and the reaction against 
bacteria, and improves the function of the elimina- 
tive organs. 

In the discussion of this report INGRAHAM stated 
that in some cases he believed he had obtained 
good results from the intravenous injection of chem- 
icals, but that more frequently he has been dis- 
appointed in their use. 

SCHUMANN stated that the patient recovers by 
producing an immunity against the infecting bac- 
teria with her cellular structures and body fluids. 
From the clinical standpoint, mercurochrome is the 
most satisfactory agent for the sterilization of the 
blood that has come to his notice but is far from 
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ideal. He regards blood transfusion as of great value 
but calls attention to the fact that occasionally 
this treatment is followed by a profound reaction, 
hemolysis, and death even when the donor’s blood 
conforms to all of the requirements as to type. 
HOFBAUER presented a preliminary report of in- 
vestigations carried on in the obstetrical department 
of the Johns Hopkins Hospital, Baltimore, with 
regard to the possible presence of a defensive mech- 
anism in the base of the broad ligament capable of 
preventing puerperal infection. Thirty-five speci- 
mens revealed the interesting fact that at the end of 
pregnancy there is a conspicuous appearance of 
macrophages along the course of the uterine vessels 
and in the connective tissue spaces in the outer 
layers of the cervix at the level of the internal os. 
The principal feature to be noted at the end of 
labor is a throng of macrophages which exhibit a 
high phagocytic power, are capable of engulfing red 
blood cells and débris, transform hemoglobin into 
hematin, and take up neutral red with avidity. 
Such monocytes and clasmatocytes can be traced 
to cells of a definite type which are located close to 
the small vessels of the parametrium and retain the 
properties of embryonic mesenchyme in multiplying 
very rapidly by mitosis and furnishing throngs of 
macrophages. These findings seem to explain how 


the parametrium produces, to some extent, a local 
immunity against infection during labor. 

Kosmak stated that the use of small amounts of 
blood for transfusion at frequent intervals is pref- 
erable to the use of larger quantities. When re- 
peated transfusions are indicated, it has seemed 
advisable to him to employ a new donor each time, 
especially if a reaction occurred after the first 
transfusion. FE. L. Cornett, M.D. 


NEWBORN 


Hart, A. P.: Familial Icterus Gravis of the New- 
born and Its Treatment. Canadian M. Ass. J., 
1925, Xv, 1008. 

The author believes that familial icterus gravis of 
the newborn infant is due to the action upon the 
liver of a toxin of unknown origin. In the case re- 
ported in this article the return of the jaundice fol- 
lowing constipation suggested that absorption from 
the intestine might also be a factor. 

With regard to the treatment, Hart suggests that 
early exsanguination-transfusion performed before 
the liver cells have been extensively damaged might 
effect a cure, and that the administration of glucose 
might be beneficial as an auxiliary measure. 

Rotanp S. Cron, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Nikotine, P.: Renal Tuberculosis Simulating Renal 
Calculus (De la tuberculose rénale 4 forme pseudo- 
lithiasique). Arch. d. mal. d. reins et d. organes 
génilo-urinaires, 1925, ii, 129. ; 

In a review of the literature on renal tuberculosis 
simulating renal calculus, the author found that the 
condition has been variously described. Lanzilotta, 
writing in 1923, called it “renal tuberculosis of a 
pseudo-lithiasic type”; Tuffier, in 1892, called it 
“tuberculous renal colic’; and Baum and Cruet, in 
recognition of Tuffier’s work, called it “Tuffier’s 
renal crisis.” : ; 

The majority of investigators agree that the in- 
termittent attacks of pain are due to the passage 
of blood clots and tuberculous caseous material 
through the ureters, and that they are not ushered 
in by any cause such as fatigue, exposure, and 
dietary indiscretions. Pousson attributed the pain 
to renal pressure caused by circulatory stasis within 
the kidney substance. 

As renal tuberculosis at any stage of its develop- 
ment may be manifested by intermittent attacks of 
renal colic without changes in the urine, the differ- 
ential diagnosis is difficult. 

On the basis of the nature and location of the 
pain, several investigators have classified the cases 
into four groups: (1) those with pain simulating 
lumbago; (2) those with pain over the bladder 
region; (3) those with mixed symptoms; and (4) 
those in which the condition is latent. 

In every case all methods of investigation should 
be used, including cystoscopic examination, func- 
tional tests, and pyelography. 

James V. Ricci, M.D. 


Barney, J. D., and Jones, S. G.: The Frequency of 
Bilateral Renal Tuberculosis. Boston M.&S.J., 
1925, cxcili, 540. 

In cases of bilateral renal tuberculosis, cystoscopic 
examination, a study of the symptoms, and the 
X-ray examination are sometimes misleading. Even 
the urine examination at times fails to disclose the 
condition. Various urologists report that positive 
smears are obtained in from 60 to go per cent of 
cases. While some regard the guinea-pig test as 
practically infallible, others report erroneous results 
from this test in as many as 36 per cent of cases. In 
a group of roo cases studied, the tubercle bacillus 
was not found before operation in 14 per cent, the 
diagnosis being made by clinical examination and 
confirmed later by the pathologist. 

The apparently healthy kidney must be sub- 
jected to exhaustive tests, and the possibility of 
ureteral reflux and filtration of the tubercle bacilli 


through a sound kidney must be borne in mind. If 
pus is coming from the supposedly sound side, in- 
volvement of that kidney is to be suspected and 
guinea-pig inoculations should be done. If there is 
no pus, it may be assumed that there is no renal 
tuberculosis. 

The mortality is highest in the first year following 
operation probably because of tuberculosis in the 
remaining kidney. It is problematical whether this 
is an infection that was already present at the time 
of the operation or that developed subsequently by 
way of the blood stream. 

Joun G. Curetuam, M.D. 


Patch, F. S.: Typhoid Infections of the Kidney. 
J. Urol., 1925, xiv, 199. 

In the author’s opinion, typhoid infection of the 
kidney is more common than is generally believed. 
Such infections are of hematogenous origin and 
usually bilateral. In many cases they cause only 
a mild and transient pyuria. The renal conditions 
that may be produced by the typhoid bacillus are 
given by the author as follows: 

1. Cortical and intertubular suppurative proc- 
esses in the kidney parenchyma with pyelitis and 
occasionally ureteritis and cystitis. The bacilli 
may be recovered in pure cultures or in association 
with the colon bacillus. 

2. A mild pyelonephritis with pyuria. 

3. Typhoid perinephritic abscess. Typhoid ba- 
cilli have been recovered from the pus drained from 
such abscesses. 

4. Typhoid pyonephrosis. The author reports 
two such cases and discusses eight others in addition. 
Pure cultures of the typhoid bacillus were obtained 
from all. In some of the cases calculi were found. 
Some urologists believe that the calculi are formed 
after the beginning of the typhoid infection. In 
five of the cases reviewed—in all of which the con- 
dition was unilateral—operation was followed by 
recovery. The author states that persons with 
acute or chronic typhoid infection of the urinary 
tract are typhoid carriers who are even more dan- 
gerous to the community than ordinary typhoid 
carriers or those who harbor the bacilli in the gall 
bladder. The treatment is that of other renal in- 
fections. Maurice Me ttzer, M.D. 


Quinby, W. C.: End-Results in Renal Infections. 
J. Urol., 1925, xiv, 223. 

The author discusses the end-results of renal in- 
fection with special emphasis upon pre-operative and 
postoperative care. His study was based upon 1oo 
cases which were treated surgically at the Peter 
Bent Brigham Hospital, Boston. These cases he 
classifies as follows: 
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1. Infections ending in death. In a case with a 
complex series of symptoms autopsy revealed an 
unrecognized pyelonephritis. 

2. Infections which were cured only by nephrec- 
tomy. Quinby stresses the importance of chronic 
focal infections in the causation of acute and chronic 
suppuration of the kidneys. In some instances the 
patient is such a poor operative risk that a two-stage 
operation is necessary for the removal of the dis- 
eased kidney. In such cases nephrectomy becomes 
a life-saving measure. Following the operation, 
hypodermoclysis is usually indicated. Meteorism 
may be treated by the application of hot stupes, the 
insertion of a rectal tube, the administration of 
pituitrin, and occasionally rolling the patient over 
so that he lies on his abdomen. 

3. Infections ending in preservation of the kid- 
ney (a) with continuance of the infection, or (b) 
with subsidence of the infection. In cases of this 
type a search should be made for mechanical factors 
causing stasis and infection. Open operation is often 
necessary for the ligation of anomalous renal vessels 
or the release of adhesions about the ureter. When 
the diagnosis is made early, frequent renal lavage 
and the relief of renal stasis by means of an inlying 
ureteral catheter frequently result in the restoration 
of normal function. Maurice Mettzer, M.D. 


Francois, J.: Roentgenography in the Early Diag- 
nosis of Tumors of the Kidney (Le rdéle de la 
radiographie dans le diagnostic précoce des tumeurs 
rénales). Arch. urol. dela clin. de Necker, 1925, v, 63. 

In seven cases of real tumor in which the author 
made a systematic pyelographic examination aided, 
when necessary, by the injection of carbon dioxide 
into the fatty capsule he found changes in the exter- 
nal form of the kidney at a period when they were 
not yet palpable and malformations of the pelvis 
which were of great assistance in the diagnosis. In 
two of the cases the further course of the disease re- 
vealed the presence of the tumor. One patient was 
not seen again. 

Francois gives the histories of the four other 
cases with roentgenograms. In all of these the 
diagnosis of tumor was confirmed by operation. 

In conclusion the author states that the changes 
in the external form of the kidney and the lacunar 
picture of the pelvis and calyces with almost com- 
plete obstruction of the pelvis or of one or several 
calyces, though not absolutely pathognomonic of 
kidney tumor, are a great aid in the early diagnosis 
of such a neoplasm. Auprey G. Morcan, M.D. 


Cabot, H.: The Operative Approach for Malignant 
Tumors of the Kidney. J. Urol., 1925, xiv, 261. 


In operations for malignant tumors of the kidney 
Cabot uses the transverse incision combined with a 
vertical incision. The transverse incision is begun 
well back in the loin near the anterior border of the 
erector group of muscles and is continued not far 
from the lower border of the twelfth rib, being in- 
clined slightly downward until it reaches the midline 


of the body in the region of the umbilicus. It does 
not cross any nerve trunks of importance and will 
not cause paralysis of the rectus or any considerable 
portion of the oblique muscles. The vertical incision 
is made in the midline of the body and carried up- 
ward as far as necessary. 

These incisions allow the raising of a triangular 
flap which gives direct access to all of the structures 
of the upper quadrant of the abdomen. Through 
the opening so made the costal margin may be 
lifted. The peritoneum is raised from the posterior 
wall, carrying with it the colon and its mesentery, 
which may be turned inward as far as the midline. 
The flap of peritoneum with the attached intestine 
and mesentery keeps the rest of the intestinal tract 
out of the way and affords an entirely satisfactory 
view of the field. 

While the incision described is put forward as 
advantageous chiefly in the approach to malignant 
tumors, Cabot believes it may give the most satis- 
factory approach also to abnormalities of the renal 
pelvis and ureters. Louts Gross, M.D. 


Chute, A. L.: The Need of Conservatism in Renal 
Surgery. J. Urol., 1925, xiv, 231. 

Chute beli¢ves that a campaign for conservation 
in renal surgery is necessary. The tendency toward 
radical renal surgery is due in large part to the 
knowledge that one kidney is more than sufficient 
for the maintenance of life, but in moderate hydro- 
nephrosis, pyonephrosis, renal stone, and idiopathic 
hematuria, the conservation of as much kidney 
tissue as possible is of the utmost importance. 
Conservation is necessary also because of the ten- 
dency of renal conditions to become bilateral and 
because of the possibility of a secondary catastrophe 
to the other kidney. It is obvious, however, that no 
effort at conservation need be made in cases of ad- 
vanced renal disease or in malignancy. 

GiLBert J. Tuomas, M. 


). 


Lepoutre, C.: Permanent Dilatation of the 
Ureteral Orifices and Vesicotenal Reflux: The 
Forced Ureter (De la dilatation permanente des 
orifices urétéraux et du reflux vésicorénal: urétére 
forcé). Arch. d. mal. d. reins et d. organes génilo- 
urindaires, 1925, ii, 146. 

The author reports a study of permanent dilata- 
tion of the ureteral orifices and vesicorenal reflux 
from the point of view of the symptoms, pathology, 
and therapeutic indications. ‘The essential charac- 
teristics of the condition are a lack of control of the 
ureteral sphincter and the free passage of urine back- 
ward from the bladder into the ureter, the flow re- 
sponding entirely to physical laws. 

Whether the condition is due to a congenital de- 
formity or an acquired change, the end-results are 
the same, viz., a modification of the vesico-ureteral 
orifice and changes in the structure of the ureteral 
walls. The symptoms include lumbar pain, a foul 
pyuria, and urinary retention, but these are not 
pathognomonic of bladder reflux as they may be 
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produced also by renal tuberculosis, pyonephrosis, 
and prostatic hypertrophy. 

In occasional cases there is a gaping of the ureteral 
orifice, and not infrequently a case will show gaping 
which is sufficiently marked to simulate a divertic- 
ulum. In the majority of instances, however, there 
are no visible changes in the ureteral meatus. 

For the roentgen study of this condition the 
author advocates the use of 1o per cent collargol 
solution in preference to sodium bromide as the 
latter causes severe pain. Injection to the full ca- 
pacity of the bladder and X-ray examination reveals 
a flow of the solution into the distended ureters which 
often reaches the pelvis of the kidney. This disten- 
tion of the ureter points to a disease, not only of the 
sphincter, but also of the ureteral walls. Distention 
of the ureters is pathognomonic of the condition. 

In cases lacking a history of injury and without 
inflammation of the urinary tract, the congenital 
origin of the vesicorenal reflux is evident. In other 
cases, an acquired lesion, such as renal tuberculosis 
with ulceration of the ureteral meatus, is responsible. 
The condition has been seen years after a nephrec- 
tomy for renal tuberculosis. 

Urinary lithiasis is another possible cause. Legen, 
Papin, and Posteau confirm this view. In rare in- 
stances prostatic hypertrophy with urinary reten- 
tion and urinary infection may be responsible. Of 
special interest is the occurrence of bladder reflux on 
the side opposite a diseased kidney. The author has 
had such a case. 

In cases without infection, microscopic examina- 
tion shows wrinkling of the ureteral mucosa, a nor- 
mal submucosa, and loss of uniformity in the ar- 
rangement of the fibers of the muscularis. In in- 
fected cases it reveals marked wrinkling of the 
mucosa, a normal submucosa, disorganization of the 
normal longitudinal muscular bands into an intricate 
interwoven structure, and marked infiltration of 
inflammatory elements, such as newly formed capil- 
laries, with lymphocytes, eosinophiles, and connec- 
tive fibrous tissue. 

The treatment depends upon the nature of the 
symptoms and the pathological changes. For cases 
in which urinary retention is the chief symptom the 
author advocates nephro-ureterectomy. This, how- 
ever, is admissible only when the kidney shows 
evidence of serious infection and diminished func- 
tion. When the kidney is normal, a plastic operation 
on the vesico-ureteral orifice according to the tech- 
nique of Ricard should be considered. This pro- 
cedure favors the development of a valve-like action 
of the new implantation orifice, but the author 
doubts whether it would be successful in all cases. 

For cases of unilateral renal disease with bladder 
reflux on the same side, nephrectomy is recom- 
mended. When for any reason it is inadvisable, the 
author advocates lavage of the renal pelvis and the 
instillation of an antiseptic solution. In cases of 
acquired bladder reflux occurring on the side op- 
posite a diseased kidney, removal of the diseased 
organ often leads to recovery from the reflux lesion. 
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In all cases a careful functional test of both kid- 
neys should be made before operation. 

The article is concluded with a report of eight 
cases. James V. Ricci, M.D. 


Schulz, R. L.: Stricture of the Ureter and Dys- 
menorrheea. California & West. Med., 1925, xxiii, 
1173. 

Stricture of the ureter is among the most common 
urological complaints. It may be the result of any 
condition which produces a chronic lymphadenitis of 
the pelvic lymph nodes. Common causes are chronic 
tonsillitis, infections of the teeth, chronic cervicitis, 
and infections of the tubes and ovaries. 

The usual location of simple stricture is in the 
broad ligament portion of the ureter and the portion 
along the pelvic wall at the bifurcation of the internal 
iliac vessels. 

The most common symptom is intermittent pain 
of varying degrees of severity. Urinary symptoms 
such as bladder pain, frequency, burning, and 
dysuria are also frequent. 

An examination for ureteral stricture should al- 
ways be made before an operation is undertaken for 
suspension of the kidney and in all cases of dysmen- 
orrheea which is not relieved by ordinary methods 
of treatment. 

When the pain is limited to one side, a test should 
be made with a wax-bulb dilating catheter. When 
there is considerable pain on both sides and the blad- 
der urine shows infection, this test should be made 
on the most seriously affected side first, and the 
other ureter tested after subsidence of the reaction. 

Partial distention does not give permanent relief; 
overdilatation is necessary. 

The presence of a ureteral stricture should be con- 
sidered in cases of vague abdominal pain, cases of 
severe menstrual pain, and cases in which pain fol- 
lowing ordinary ureteral catheterization becomes un- 
duly severe. Louis Gross, M.D. 


BLADDER, URETHRA, AND PENIS 


Keene, F. E.: Elusive Ulcer of the Bladder. Am. J. 
Obst. & Gynec., 1925, x, 380. 


The elusive ulcer of Hunner is a definite entity 
characterized pathologically by areas of superficial 
ulceration surrounded by inflammation involving the 
entire bladder wall; clinically, by its chronicity and 
the severity of the bladder symptoms; and cysto- 
scopically by an area of oedema located in the vertex 
of the bladder, and surrounding one or more small 
superficial ulcers. 

The etiology of the condition is not definitely 
known, but it may be of hematogenous origin or 
secondary to an inflammatory, non-tuberculous 
lesion in the upper urinary tract. 

It may be resistant to any form of treatment. 
Lavage of the bladder only serves to increase the 
suffering. The elimination of renal and ureteral in- 
fection is of primary importance since it may be 
followed by spontancous healing of the vesical lesion. 
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Experience with fulguration seems to show that it 
often causes marked amelioration of the symptoms. 
As yet, however, the data are not sufficient to war- 
rant definite conclusions as to whether the relief will 
be permanent. 

Excision of the ulcer-bearing area is a formidable 
procedure, but the severity of the symptoms and the 
results obtained leads the author to conclude that it 
is justifiable when other measures fail and the lesion 
is limited to an accessible portion of the bladder. 
The excision must go wide of the ulcer and include 
the entire area of disease as defined by oedema of the 
mucosa. 

In the discussion of this report HUNNER stated 
that since his 1918 report, which was based on 
twenty-five cases, he has seen 102 others. Of the 
twenty-five patients whose cases have been reported 
five have since been found to have a ureteral stric- 
ture, but in four of these the symptoms have been 
greatly. ameliorated by treatment. Of the 102 cases 
seen since 1918, a diagnosis of stricture has been 
made in sixty, and in forty of these the bladder 
symptoms have been relieved by treatment of the 
stricture. 

In his last two reports on elusive ulcer, which were 
made in 1918, Hunner presented evidence pointing 
to the possible relationship between this lesion and 
focal infections. This evidence is so strong that his 
plan of dealing with these cases at present is first to 
eliminate possible sources of focal infection; second, 
to dilate any ureteral stricture that may be present; 
and third, to treat the ulcers with local medication, 
and if this is not satisfactory, with the high-frequency 
current under general anesthesia. If these measures 
are not satisfactory and if there is no serious contra- 
indication to excision, he operates. 

In twenty-five of his last 102 cases he excised the 
ulcer, and in eight of these a relapse has already oc- 
curred. Of the total forty-four patients treated by 
excision, one died and eighteen (42 per cent) have 
had a recurrence. As the percentage of recurrence 
will undoubtedly be increased to 50 or more, all other 
measures should be tried before resort is had to an 
operation that is very serious but offers so little 
promise of permanent relief. E. L. Cornett, M.D. 


MacKenzie, D. W.: Bladder Neoplasms. J. Urol., 
1925, Xiv, 275. 

With regard to the pathology and treatment of 
malignant tumors of the bladder there is considerable 
difference of opinion. Some classifications are based 
entirely upon the microscopic findings while others 
are based mainly on the clinical picture. The author 
prefers to classify vesical neoplasms according to the 
plan proposed by Christeller as follows: (1) typical 
papillary fibro-epitheliomata, benign; (2) typical 
papillary fibro-epitheliomata, malignant; (3) papil- 
lary carcinoma; and (4) solid tumors which are 
partly solid cellular medullary cancers and partly 
scirrhous or alveolar growths. 

In the author’s cases of bladder neoplasms the 
history ranged from two weeks to thirty years. It is 


not absence of symptoms that causes trouble, but 
failure to appreciate the importance of the early 
symptoms. Blood in the urine is a symptom of 
some pathological condition and demands immediate 
investigation of its cause. 

A tumor of the vault of the bladder is altogether 
different from a growth surrounding the vesical 
neck. 

In conclusion MacKenzie emphasizes the im- 
portance of the recognition of blood in the urine; 
examination of the prostate; the age, development, 
and location of the growth; freer and more open 
surgical procedures, even in cases of recurrence; and 
a more thorough and reliable follow-up system ex- 
tending over the remainder of the patient’s life. 

Louis Gross, M.D. 


Ferrier, P. A.: Some Problems in the Management 
of Tumors of the Urinary Bladder. California 
& West. Med., 1925, xxiii, 1303. 

The etiology of bladder tumors is unknown. Such 
growths are most common in aniline workers. In 
exstrophic bladders the liability to cancer is in- 
creased. Chronic irritation from stone or infection 
does not seem to play a part. 

All papillomata sooner or later become malignant. 
They may remain benign for as long as twenty-five 
years or show malignant histology for years without 
infiltrating the bladder wall. They may be removed 
and recur as benign or malignant growths and still 
not infiltrate the bladder wall. 

Hematuria is the warning in nearly all cases. 
Painless terminal hematuria is particularly sugges- 
tive. Frequency and pain are generally late symp- 
toms. 

Benign papillomata and those in which malignant 
degeneration has not invaded the pedicle or the blad- 
der wall should be fulgurated through the cystoscope. 
When a growth does not respond promptly the ful- 
guration should be discontinued as the tumor is 
malignant and will be stimulated by this treatment. 
Unquestionably, radium should be implanted in the 
base of the tumor if malignancy is suspected. 

The further treatment consists in: (1) partial 
cautery resection with care to avoid the implanta- 
tion of tumor cells, or, in selected cases, total resec- 
tion; (2) radium implantation through the cysto- 
scope or by cystotomy; (3) diathermy through the 
cystoscope or by cystotomy; (4) deep X-ray treat- 
ment; and (5) a combination of these procedures. 

In all surgical operations on the bladder, pre- 
operative measures to improve the general condition, 
tests of renal and cardiac function, and measures to 
clear up infection so far as possible are of the great- 
est importance. 

MacGowan, Kolischer, and Corbus have reported 


‘successful results from the open method with the 


use of the d’Arsonval current, 1,500 ma., a spark gap 
of 0.5 cm., and a large burning electrode. If one 
meatus is involved ureteral transplantation is neces- 
sary, and if the kidney is affected, nephrectomy is 
indicated. In addition, radium needles may be im- 
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planted into the cauterized base and subsequently 
X-ray treatment may be given the regional lymph 
nodes. 

Radium alone may be used by endovesical or 
suprapubic implantation or through the cystoscope. 
It is generally agreed that the best results are ob- 
tained by burying it in the growth. Holding the 
radium against the growth is generally ineffective 
and more damaging to the normal mucosa. 

In the use of radium the following facts must be 
borne in mind: 

1. Cancer cells are more susceptible to the first 
radiation than to any succeeding radiation. 

2. If a tumor does not respond promptly to an 
adequate dose, it is resistant to radium and will 
never respond. 

3. Recurrences after radium treatment do not 
respond well. 

4. Radium has a selective action on germinating 
cells. A soft cellular tumor will respond to it rel- 
atively quickly. Papillary carcinomata are more 
favorably affected than scirrhous carcinoma, squa- 
mous carcinoma, or adenocarcinoma of the bladder. 

5. Radium rays, like light, decrease as the square 
of the distance increases. Therefore a lethal dose at 
1 cm. is one-fourth of a lethal dose at 2 cm. 

6. In the determination of the effective dose the 
absorption of the radium rays must be taken into 
account. Radium from which the soft rays have 
been screened is effective at a greater distance. 
Practical experience has shown that needles buried 
accurately for 100 mgm.-hrs. per cubic centimeter of 
cancer and supplemented by screened radium often 
cause complete destruction of the growth. 

Deep X-ray therapy should be used in every case 
of malignancy. 

In many advanced cancers, especially those with 
metastasis, the greatest comfort and the longest 
prolongation of life will be given by diverting the 
urine without any local treatment of the bladder. 
X-ray or radium treatment may stop the bleeding of 
inoperable tumors. Louis Gross, M.D. 


GENITAL ORGANS 


Stirling, W. C.: 
Prostatic Hypertrophy. 
1925, lii, 362. 


Early Surgical Intervention in 
Virginia M. Month., 


The incidence of urinary disorders in men after the 
fifth decade of life ranges from 50 to 60 per cent. In 
15 per cent of this number some form of drainage is 
necessary. Before the fiftieth year of age retention 
is due most commonly to inflammatory changes at 
the bladder outlet causing a median bar or contrac- 
ture. Glandular hyperplasia occurs in from 65 to 85 
per cent of cases of prostatism. 

Carcinoma occurs in approximately 20 per cent of 
cases of adenoma removed at operation. In 10 per 
cent of these cases the regional lymph nodes are in- 
volved, and in 30 per cent metastases are formed in 
the spine and pelvis. Hence in 40 per cent of cases 


of cancer of the prostate surgical intervention is 
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contra-indicated. The only hope of permanent cure 
is offered by enucleation in the very early stages. 

In the inflammatory type of obstruction the best 
results are obtained by the removal of segments of 
the inflammatory ring, preferably with the Caulk 
cautery punch. For the prevention of urosepsis and 
uremia, the inevitable results of chronic vesical 
retention, early drainage must be instituted. After 
the beginning of catheter life, the average life ex- 
pectancy is less than five years. The only treatment 
that will give a permanent cure is prostatectomy. 
Age per se is not a contra-indication to operation. 

Prostatic obstruction is complicated by diverticula 
in 5 per cent of the cases, by calculi in from ro to 12 
per cent, and by malignancy in 20 per cent. There- 
fore an exact pre-operative diagnosis is necessary in 
37 per cent of the cases. Great aid in the diagnosis 
is offered by the cystoscope. 

Preliminary drainage is best secured by an in- 
dwelling catheter. This will be tolerated in over go 
per cent of the cases. The two-stage operation has a 
limited field of usefulness. The suprapubic approach 
gives the most ready access to the obstructing lobes. 
The mortality of operation has been reduced from 
25 to about 5 per cent. This reduction has been due 
largely to more careful pre-operative and postopera- 
tive care. In the past, inhalation anesthesia was an 
important factor in the high mortality. The author 
has had good results from local anesthesia. For gen- 
eral anesthesia, ethylene gives better relaxation 
than nitrous oxide and does not cause cyanosis. 

A good functional result is obtained in 85 per cent 
of the cases. Only 5 per cent show no definite im- 
provement. The sexual function, when present be- 
fore operation, will be preserved after suprapubic 
prostatectomy in about 75 per cent of the cases. 
The end-results as regards function and final cure 
depend upon the secondary changes in the bladder 
and kidneys. The earlier the obstruction is removed 
the less the danger of carcinoma and acute retention. 

In the series of unselected cases the mortality 
was 4.4 per cent. H. A. Fowter, M.D. 


Lowsley, O. S., and Rogers, H. E.: Inhalation vs. 
Regional Anesthesia for Prostatectomy. J. 
York State J. M., 1925, xxv, 893. 

Most important for successful prostatectomy is 
preliminary drainage of the bladder. The authors 
recommend suprapubic drainage because it is com- 
plete and does not cause irritation. For the operation 
they greatly prefer regional to general anasthesia, 
but they report 100 cases in which each method was 
used. Thirty-eight two-stage perineal prostatec 
tomies were performed under general anesthesia 
and ninety-eight under regional anesthesia. All of 
the patients treated under genera) anasthesia 
showed an increase in the blood pressure and twenty- 
three went into shock. Of those operated upon 
under regional anesthesia only three went into shock 
but one of these died. 

In the general anesthesia group there were two 
cases of uremia, four cases of pneumonia, and one 











GENITO-URINARY SURGERY 


case of embolism, while in the regional anesthesia 
group there was only one case of uremia and in 
eighty-seven cases there were no complications. 
After the operation performed under general 
anesthesia the average stay in the hospital was 
thirty-three days, while after operation performed 
under regional anasthesia it was twenty-two and 
seven-tenths days. In the general anesthesia group 
the mortality was 14 per cent. Of the patients op- 
erated upon under regional anasthesia, three died, 
one from haemorrhage, one from infection, and one 
from embolism. BENJAMIN F, Rotter, M.D. 


Syms, P.: Prostatectomy, Emphasizing the Present- 
Day Factors of Safety. N. York State J. M., 1925, 
xxv, 889. 

Since prostatic obstruction is always associated 
with more or less advanced arteriosclerosis and im- 
pairment of kidney function, there is no condition 
which requires better surgical judgment. Proper 
treatment requires a carefully taken history, rectal, 
cystoscopic, and X-ray examinations, determinations 
of the blood chemistry, the blood pressure, and the 
phthalein output, and Wassermann tests. 

The highest normal blood sugar value is 140 
mgm. per roo c.cm. General anwsthesia is contra- 
indicated when the phthalein output is less than 20 
per cent, when the blood contains 3 mgm. of creati- 
nine or 20 mgm. of urea-nitrogen per 1oo c.cm., and 
when the urine has a constant specific gravity of 
1.012. In cases with such findings, sacral anesthesia 
and pre-operative treatment are necessary. For 
gradual decompression of the kidney, Syms prefers 
the indwelling catheter introduced through the 
perineum and the perineal operation, but he does 
not advocate a two-stage operation for all cases. 
The bowels should be kept open, and large quan- 
tities of water should be administered. 

BENJAMIN F.. Rotter, M.D. 


Dillon, J. R.: Tuberculosis of the Seminal Tract. 
California & West. Med., 1925, xxiii, 1139. 

In genital tuberculosis, which is a progressive 
affection, the only hope for complete arrest of the 
disease is offered by excision of the tuberculous 
seminal tract. If the patient with unilateral epididy- 
mitis is seen early enough there may be hope of re- 
moving the entire tuberculous focus. 

Dillon reports four cases. The primary tubercu- 
lous lesion of the seminal tract is most often in the 
pelvic genitalia, and the globus minor of the epididy- 
mis is attacked next. Louis Gross, M.D. 


MISCELLANEOUS 


Bilger, F.: Epidural Anesthesia in Surgery of the 
Urinary Tract (De Jl’anesthésie épidurale en 
chirurgie urinaire). J. d’urol. méd. et chir., 1925, xix, 
III. 

Bilger reviews the development of epidural anxs- 
thesia and analyzes his recent experiences with the 
method on the service of Marion. 
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The technique used conforms in general to the 
standard procedure. Bilger prefers to make the in- 
jections with the patient lying on his side with his 
thighs strongly flexed. The needle is introduced to 
a depth of 4 or 5 cm. The solution used is that em- 
ployed by Laewen, viz., sodium bicarbonate, sodium 
chloride, and novocaine in water. This solution is 
sterilized by bringing it to the boiling point. Before 
use it is thoroughly cooled. Prolonged boiling must 
be avoided as it will decompose the bicarbonate. 
The addition of adrenalin greatly prolongs the 
anesthetic effect but retards its onset. ‘Twenty cubic 
centimeters of the solution are injected. 

Anesthesia is usually established in about fifteen 
minutes and lasts for about two hours. In the male, 
the regions anesthetized are the perineum and anus, 
the posterior and internal aspects of the thighs as far 
forward as the symphysis pubis, the scrotum, and 
the penis, and internally the bladder, the ureter, the 
lower part of the rectum, and sometimes the prostate. 
The cord and testicles are unaffected. In the female, 
the vulva, vagina, and cervix uteri are anesthetized. 

The sphincter ani and the bladder wall are para 
lyzed. As the neck of the bladder retains its tone, any 
fluid injected into the bladder is expelled with 
difficulty, a distinct advantage in certain operations. 

Of ten prostatectomies the anwsthesia was sat- 
isfactory in five, partially successful in two, and a 
failure in three. In the three in which it was unsatis- 
factory the prostate remained sensitive in spite of 
anesthesia of all of the other regions. Even when a 
good anesthesia is obtained, considerable inconven- 
ience may be caused by the rigidity of the abdominal 
wall which is especially marked in nervous patients. 
In the enucleation of small hard adenomata, pain is 
often produced by the traction on the peritoneum 
which lies outside of the zone of anzsthesia, but this 
pain is not intolerable. An advantage of the method 
is that it prevents postoperative distress. 

In six operations on the bladder there were three 
failures, one due to collapse of the patient and the 
other to faulty injection of the novocain. 

Five difficult cystoscopies were performed under 
ideal conditions made possible by the anesthesia. In 
cases of friable tuberculous bladder, however, great 
care must be taken to prevent over-distention of the 
paralyzed wall with possible rupture. 

A urethrotomy was done, two urinary abscesses, 
and an anal fistula were operated upon successfully. 

The causes for failure of the anesthetic are several. 
Occasionally, because of unusual anatomical condi- 
tions, the fluid escapes too rapidly from the foramina. 
In the opinion of some workers, the pressure of the 
solution on the nerve roots is an important factor in 
the induction of the anaesthesia and for this reason 
they have adopted the use of larger quantities (go 
c.cm.) of a weaker solution (4% per cent). 

Occasionally the method is rendered impracticable 
by obesity, deformity of the sacral canal, or ossifica- 
tion of the sacrococcygeal membrane. 

Collapse of the patient due to injection into a vein 
or the dural sac can always be avoided if the proper 
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precautions are taken. In the author’s case of col- 
lapse the condition seemed to be due to a special 
idiosyncrasy of the patient. 

It has been observed that whenever the glans penis 
or clitoris remain sensitive the anesthesia is never 
satisfactory for an operation deep in the pelvis. 

‘The use of sacral anaesthesia is urged for selected 
cases because it is innocuous, it gives freedom from 
postoperative pain, and it allows ample time for oper- 
ation. Because of the paralysis of the bladder it is un- 
suited for lithotrity. |ALBert IF. De Groat, M.D. 


Nogués and Durupt: The Diagnosis of Latent 
Gonococcus Infection (Etude sur le diagnostic du 
gonococcisme latent). J. d’urol. méd. et chir., 1925, 
xix, 379- 

As it is well known that latent gonococci cannot be 
discovered by microscopic examination alone,various 
methods have been tried to determine when a patient 
with chronic urethritis is free from them. ‘The 
authors describe their technique for examining the 
semen for gonococci. They find it preferable to 
examine the urine and semen separately. 

The patient passes the first part of his morning 
urine into a sterile vessel and after thorough cleans- 
ing of the genitals and his hands he masturbates and 
passes the semen into another sterile vessel. The 
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semen is then cultivated on a special liquid and 
slightly acid medium which contains human albu- 
min, fresh peptone bouillon, microbic vitamins of 
the ordinary urethral bacteria, and the products of 
microbic secretion developed in polyvalent cultures 
and capable of arresting the development of bacteria 
associated with the gonococci. A large amount of 
semen, several cubic centimeters if possible, is im- 
planted on the medium and its growth noted and 
compared with that on ordinary media. The tubes 
are hermetically sealed to ensure moisture. The 
technique of examination and identification of the 
cultures is described in detail. 

With the use of this method in 1923 the authors 
found gonococci in 80 per cent of cases of chronic 
urethritis. Since then, they have used the procedure 
in seventy-nine new cases and have demonstrated 
gonococci in 63 per cent. It has been claimed that 
these findings must be inaccurate since if they were 
correct a great many more women would be con- 
taminated. The author’s reply is that the gonococ- 
cus, like the pneumococcus, Koch’s bacillus, and 
others, may be strictly saprophytic and that late 
contaminations in some cases are due to a re-awaken- 
ing of the virulence of such gonococci when there is 
a change in the medium in which they live. 

Auprey G. Morcan, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Michaux, J., Lamache, A., and Picard, J.: Con- 
traction’ of the Palmar Aponeurosis in Lead 
Poisoning (La rétraction de 1’ aponévrose palmaire 
dans le saturnisme). Bull. et mém. Soc. méd. d. hép. 
de Par., 1925, xli, 782. 

The authors believe that Dupuytren’s contracture 
is as much a stigma of lead poisoning as the classical 
signs. In questioning their thirty-three patients 
with this contracture they found only nine without 
a history of having worked with lead. The twenty- 
four others had been exposed to lead poisoning for 
long periods. Thirteen had well-developed lead 
poisoning with radial paralysis or a history of lead 
colic, but eleven did not recall any signs of lead 
intoxication. The degree of lead poisoning and of 
the Dupuytren’s contracture seemed to run parallel. 
In no case was glycosuria present. In four of the 
patients who had marked neuritis the contraction 
was more marked on the side of the paralysis. 

It was difficult to determine at just what time 
the contraction began, but seven of the patients said 
that it occurred first one or two years after they had 
stopped working with lead. Of the nine patients 
without a history of lead poisoning, one was a dia- 
betic, one a syphilitic, two had worked for a long 
time in metal—one in a munitions’ factory and the 
other in a factory making carbon lights—and one 
was a varnisher. The four others seemed to have had 
only an alimentary intoxication. 

The traumata to which the contracture has been 
ascribed by Dupuytren and other surgeons do not 
explain bilateral lesions. The authors examined one 
patient with Dupuytren’s contracture who attrib- 
uted the condition to trench digging and another 
who ascribed it to the breaking of a spade handle in 
his hand. These patients were given pensions on 
the basis of these claims, but one of them was a 
printer and the other a house painter and both of 
them had had lead colic. 

Four typical cases in the authors’ series are re- 
ported in detail. 

In the discussion of this report DuFour attributed 
a great deal of importance to manual labor in the 
causation of the contracture. 

Aubrey G. MorGan, M.D. 


Steindler, A.: Low Back Pain—An Anatomical and 
Clinical Study. J. Jowa State M. Soc., 1925, xv, 
473- 

The author discusses only idiopathic backache 
and the mechanical and dynamic factors producing 
it. He assumes that the lumbosacral juncture, the 
sacro-iliac junctures, and the ligamentous structures 
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are the first to undergo pathological changes. ‘The 
large majority of the cases of low back pain due to 
mechanical causes are primary ligament strains with 
demonstrable rupture of the ligament accompanied 
by extravasation of blood and subsequent scar 
formation. 

Sacro-iliac strains involve the sacro-iliac and 
capsular ligaments, while sacrolumbar strains in- 
volve the ligaments entering the lumbosacral artic- 
ulation. The proximity, of the lumbar and sym- 
pathetic plexus exposes both to irritation due to the 
position and motion of the spine or pathological 
changes. 

The author studied 213 cases of low back sprain 
and compared the findings with those of studies on 
the cadaver. The following conclusions are drawn: 

1. Flexion increases the strain and stress in the 
posterior sacro-iliac ligaments, the erector spine 
muscles, and, their aponeuroses. 

2. Extension increases strain at the sacrolumbar 
juncture, causing tension on the anterior longi- 
tudinal ligaments and the lateral ligaments between 
the ilia and the transverse processes of the fifth 
Jumbar vertebra. 

3. In lateral bending, the roots of the lumbo- 
sacral plexus are relaxed on the concave side and 
tensed on the convex side. 

4. Increased lordosis produces tension of the 
sympathetic plexus and ganglia. 

Of the many anatomical variations of the lumbo- 
sacral region the most important ones causing pain 
are abnormal inclination of the pelvis with shearing 
stress at the lumbosacral juncture, the impingement 
of the transverse processes, spina bifida occulta, 
sacralization or hemisacralization, and static anom- 
alies of the pelvic position. 

The author’s 213 cases are classified as follows: 
(1) traumatic—fifty-five sacro-iliac, thirty-five lum- 
bosacral, and eight combined; (2) occupational— 
seventeen sacro-iliac, nine lumbosacral, and three 
combined; (3) postural—eighteen sacro-iliac and 
twenty-six lumbosacral; and (4) unclassified—thirty- 
four sacro-iliac and eight lumbosacral. 

Of these 213 cases, 35 per cent showed anatomical 
variations of the spine. Increased inclination of the 
pelvis was noted in 15 per cent, impingement of the 
transverse process of the fifth lumbar vertebra with 
the sacrum in 12 per cent, and sacralization in 5 per 
cent, 

Lateral tilting of the spine was characteristic of 
the sacro-iliac strains, and increased lordosis char- 
acteristic of the lumbosacral strains. 

Radiation of pain in the lumbar region predom- 
inated in the lumbosacral group, while sciatic radia- 
tion predominated in the sacro-iliac group. 

The following conclusions are drawn: 
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Sacro-iliac and sacrolumbar sprains are distinct 
injuries to the ligamentous apparatus in these 
regions. 

Neither position nor radiation are pathognomonic 
of either sacro-iliac or sacrolumbar strain, but both 
are of definite diagnostic importance. 

Backs showing anatomical variations are in- 
herently weak because of the natural restrictions of 
normal motion, and are susceptible to ligamentous 
strains of the sacro-iliac or sacrolumbar joints. 

Fremont A. CHANDLER, M.D. 


Rugh, J. T., Rich, E. A., Doub, H. P., and Schumann, 
E. A.: A Symposium on the Diagnosis and 
Treatment of Backache. Therap. Gaz., 1925, xlix, 
60g. 

Rucu believes that anatomical abnormalities or 
variations which are found in the lumbar, lumbo- 
sacral, and sacro-iliac regions of 85 per cent of ap- 
parently normal persons, are often the predisposing, 
if not the exciting causes of pain in the back. In the 
differentiation of sacro-iliac from lumbosacral and 
lumbo-iliac lesions, it should be remembered that 
sacro-iliac lesions frequently cause referred pain down 
the sciatic nerve or the thigh while the others are 
less likely to cause referred pain, and when they do, 
the pain occurs chiefly in the crural and obturator 
areas. 

The treatment indicated for the anatomical ab- 
normality is strapping or surgery. Firm strapping 
around the pelvis between the iliac crests and the 
trochanters is of diagnostic value as it gives prompt 
relief in all sacro-iliac disorders. Permanent relief 
can be obtained from the wearing of a belt or corset 
or from a fusion operation, the removal of hyper- 
trophied bone, or surgical closure of spina bifida 
defects. 

Tuberculosis, Kuemmel’s disease (traumatic spon- 
dylitis), and neoplasms can usually be differentiated 
roentgenologically if not clinically. Chronic appen- 
dicitis, rectal disease, perirectal adhesions, chronic 
non-specific prostatitis, seminal vesiculitis, and other 
infections must be eliminated. The pain of a myositis 
of the lumbar muscles can be relieved by the injection 
of 2 dr. of normal salt solution at a temperature of 
120 degrees F’. into the belly of the muscles followed 
by massage, the external application of heat, and 
strapping. ‘The strapping is done by applying 
longitudinal strips from the angles of the scapulz to 
the sacro-iliac joints and reinforcing them by crossed 
and diagonal strips. 

Other factors responsible for low back pain are 
congenital asymmetry of the legs, faulty posture, and 
an unsuitable occupation. These may be overcome 
by the wearing of corrective shoes, re-education of 
the patient’s muscle sense for the improvement of 
posture, a change of occupation, and the use of a 
suitable back brace. 

Ricu has found that backache or pelvic pain is a 
prominent symptom in 4.7 per cent of all cases seen 
in a general diagnostic clinic. He believes that sex 
and occupation are important factors in the etiology. 


Sacro-iliac strain, deformity of the sacrum and sacro- 
iliac joint, sacro-iliac arthritis, six lumbar vertebra, 
and lordosis or abdominal ptosis are more common 
in females than in males, whereas lumbar ribs, im- 
pinging transverse processes, deformities and sacral- 
ization of the fifth lumbar vertebra, and lumbar 
arthritis are more common in males than in females. 
Lumbar backache is relieved by rest and recurs when 
movement is resumed, whereas pathological changes 
in the pelvic bones cause pain which is much more 
localized and does not respond so readily to rest. 
Dous gives instructions regarding the proper posi- 
tion of the patient and the X-ray machine for 
roentgen examination of the spine. In spondylolis- 
thesis due to trauma, the symptoms may not occur 
until long after the injury. Calcification of the ilio- 
lumbar ligaments is frequently found in cases of low 
back pain, but the most common findings are the 
typical bone changes of arthritis. In cases of per- 
sistent intense pain in persons past middle age the 
possibility of malignancy should be borne in mind. 
Anomalies in the lumbosacral area are common and 
involve especially the fifth lumbar vertebra. 
SCHUMANN states that backache in women is due 
most commonly to a focus of infection, and that in 
the majority of cases this focus is in the uterine 
cervix. CueEsTeER C. Guy, M.D. 


Bellando-Randone, T., and Reviglio, J. M.: Osteo- 
chondritis of the Hip and Coxa Vara (Ostéo- 
chondrite de la hanche et coxa vara). Rev. d’orthop., 
1925, XXXii, 337. 


The authors report the case of a little girl who had 
bilateral coxa vara which was more pronounced on 
the right side than on the left. After an attack of 
scarlet fever at the age of 7 years she began to limp 
and to complain of discomfort in her right hip. Clin- 
ical examination revealed marked claudication and 
limitation of abduction of the right thigh, but there 
was no marked tendency toward vicious position 
and the pain was not severe. The pain and clau- 
dication finally ceased and clinical recovery resulted 
with deformity of the neck of the femur. This de- 
formity did not prevent walking. 

The case was followed up for six years and 
roentgenograms were taken at different stages of 
the condition. 

The age of the child, the insidious beginning of 
the disability, and the character of the deformity of 
the upper end of the femur at the different stages 
suggested Legg-Calvé-Perthes’ disease, so-called 
‘coxa plana,” “‘epiphysitis of the upper end of the 
femur,’’ and “infantile osteochrondritis deformans,”’ 
but the roentgenograms did not show the epiphyseal 
lesions characteristic of this disease. 

The authors suggest that the condition may have 
been a dyschondroplasia. At first, it might have been 
considered a coxalgia, but the family history and the 
personal history were negative and the claudication 
was not typical; moreover, the clinical course dis- 
proved this hypothesis. It could not have been a 
static arthritis deformans secondary to coxa vara 
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because the coxa vara was bilateral and the pain 
occurred only on the right side; moreover, the clinical 
symptoms disappeared when the roentgenograms 
still showed a progressive increase in the lesions in 
the head and neck of the femur, and crepitation was 
never noted. Nor could it have been a chronic 
arthritis caused by the attack of scarlet fever, for 
such an arthritis is polyarticular. 

In the many cases which have been reported in the 
literature there were no clinical symptoms in the first 
stage shown by the roentgenogram (characterized 
by decalcification) because the epiphysis remained 
normal. It was in the second period (characterized 
by recalcification and regeneration of the upper end 
of the femur) that the patient began to suffer. The 
discomfort was due, not to the continued develop- 
ment of the disease, but to the fact that the upper 
end of the femur did not regain its normal form and 
was no longer well adapted to the acetabulum. 

In the authors’ case, however, the pain and 
claudication occurred while the neck of the femur 
still appeared almost normal, and the symptoms 
decreased during the period of decalcification and 
recalcification and disappeared completely when the 
head had become flattened and the neck enlarged 
transversely. In the cases reported in the literature 
the most serious deformities occurred in the head, 
while in the authors’ case they were found in the 
neck of the femur. 

The cause of these softenings and deformities of 
the upper end of the femur seems to be variable. In 
the authors’ case the bilateral coxa vara was old and 
probably rachitic. Rachitic hips may be maladjusted 
and cause pain. However, it would require some 
other unknown pathological factor to explain the 
recalcification of the centers of ossification of the 
head and neck of the femur after a period of decal- 
cification, Auprery G. Morcan, M.D. 


Fisher, A. G. T.: Principles of Treatment by 
Manipulation in Some Chronic Disorders of 
the Knee Joint Following Injury. Lancet, 1925, 
ccix, 529. 

Many abnormal conditions in the knee joint 
respond to manipulation better than to absolute 
rest. 

In sprains of the internal lateral ligament no splint 
or cast should be employed. The effusion should be 
reduced by compression bandages and massage, and 
the leg moved throughout its normal range. Pro- 
tection during weight bearing may be obtained by 
elevating the sole and heel of the shoe. 

In chronic cases, synovial adhesions beneath the 
internal lateral ligament may give rise to prolonged 
disability. This may be corrected by forceful 
movement of the joint throughout its entire range. 
The association of ligamentous injury with cartilage 
derangements is so frequent that manipulation 
should be done to preserve the full functional range 
of motion. Manipulation is also the best means of 
preventing or stretching adhesions. 

Fremont A. CHANDLER, M.D. 


SURGERY OF THE BONES, JOINTS, 
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Petta, G.: Muscle Plastics and Transplantations 
(Plastiche e trapianti muscolari). Policlin., Rome, 
1925, Xxxii, sez. chir., 303. 

Pedunculated muscle transplants are used to re- 
place lost muscle substance and to maintain the func- 
tion of a paralyzed or insuflicient muscle. Free mus- 
cle transplants are employed to replace lost bone 
substance, to stop parenchymatous hamorrhage 
from an internal organ, to hasten the cicatrization of 
a wound, to repair a serious loss of tissue in the ab- 
dominal wall, and to maintain the function of a 
paralyzed or insufficient muscle. 

Pedunculated transplants have given good results 
in the treatment of postoperative eventration and 
large recurrent hernia and the replacement of tissue 
lost as the result of wounds or the removal of malig- 
nant tumors. The literature reports the use of the 
upper part of the sartorius, the adductors, the rectus 
abdominis, and the external oblique muscles in the 
treatment of inguinal hernia. 

Bakounine’s twenty-two experiments on dogs per- 
formed in 1908 showed that plastic pedunculated 
muscle flaps may be employed with good results if a 
most careful aseptic technique is used, if the integrity 
of the blood vessels and nerves in the transplanted 
part is maintained, and if torsions and angular 
pinching are avoided. The muscle fibers must be left 
lying in the general direction in which the former 
function acted. If these conditions are not met, a 
mass of fibrous tissue is formed. 

Pedunculated muscle transplants are used to act 
functionally for a paralyzed muscle in poliomyelitis. 
They have been found of value also in the treatment 
of urinary incontinence in women and even in uterine 
and kidney prolapse. The occipitofrontalis muscle 
has been employed to cure ptosis of the upper eyelid. 

The author performed twenty-three experiments 
on dogs to meet different anatomical requirements. 
Microscopic study of the removed tissue showed that 
after one day, fatty degeneration appeared in the 
muscle fibers. The nuclei of the sarcolemma began 
to proliferate, and ultimately all of the muscle tissue 
was replaced by a connective-tissue formation, This 
change was accompanied by an infiltration of 
leucocytes. 

If the blood supply and innervation were injured, 
the degenerative substitution process was equally 
intense whether the transplant was free or peduncu- 
lated and whether it was subjected to functional 
stimulation or not. The abolishment of function 
gives the same result, even when the blood vessels 
and nerves remain normal. 

When the nerve and blood supply remained intact, 
the muscle transplant showed less severe changes. 
The end of the transplant united by means of con 
nective tissue and a certain amount of leucocytic in 
filtration remained. The muscle fibers were fairly 
well preserved, but in no instance was regeneration 
of muscle tissue found. 
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These findings demonstrate that it is possible to 
change the position of a muscle and retain its func- 
tion only by transplanting it under conditions ap- 
proaching the normal and with its nerve and blood 
supply intact. KELLOGG SPEED, M.D. 


Campbell, W. C.: The Reconstruction of Ankylosed 
Joints. Med. J. & Rec., 1925, cxxii, 255. 


The author believes that the following patho- 
logical conditions encountered in ankylosed joints 
decrease the chances of success in opérative treat- 
ment or contra-indicate surgical measures: tubercu- 
losis, marked shortening of the limb, extensive scar 
tissue, extreme muscular atrophy, openings into the 
medullary cavity of an adjoining bone, old dense 
eburnated bone about the joint, evidence of recent 
acute infection, osteoporosis, and bone atrophy. 

Campbell confines his operative attack to two 
conditions—trauma and infectious arthritis. His 
conclusions are based upon 120 arthroplasties. The 
necessity of interposing tissue between the joint 
surfaces as a substitute for the synovial membrane 
and to prevent fusion of the bones has been demon- 
strated in all joints with the exception of the tempo- 
romaxillary articulation and possibly the wrist joint. 
The tissue of choice for this purpose is free fascia 
lata. The outer surface should be placed toward the 
bone. In joints whose action may be compensated 
for by motions in adjacent articulations, such as the 
shoulder and ankle, arthroplasty is seldom indicated. 
The joints which respond most favorably are the 
elbow, the jaw, the knee, and the hip. 

The technique of the various arthroplasties is 
described in detail. Campbell does not attempt to 
duplicate the original contour of the joint surfaces, 
but supplies one condyle to fit into one cavity. In 
the after-treatment, osteoporosis and atrophic bone 
changes must be prevented by intensive physio- 
therapy and the gradual resumption of weight- 
bearing. Cuester C. SCHNEIER, M.D. 
Moiroud, P., and Mouchet, A.: The Treatment of 

Osteomyelitic Cavities of the Upper End of the 
Tibia with Osteoperiosteal Implants: Two 
Cases; Results After Two Years (Essai de traite- 
ment des cavités d’ostéomyélite de l’extrémité 
supérieure du tibia par des greffes ostéoperiosteés: 
deux cas; résultats aprés la deuxiéme année). Bull. 
et mém. Soc. nat. de chir., 1925, li, 627. 

Moiroud reports two cases of cavities left in the 
upper end of the tibia by osteomyelitis. One patient 
was a young man 18 years old and the other a man 
68 years old. The latter had had osteomyelitis at 
the age of 18 years, but the condition apparently 
healed completely and gave him no further trouble 
until 1922 when he had another attack of inflamma- 
tion with the formation of pus which left an elliptical 
cavity in the bone. 

In both cases two grafts of periosteum with a thin 
layer of bone were cut from the normal tibia and ap- 
plied, one to each wall of the cavity, with their bone 
surfaces toward the wall of the cavity and their 
periosteal surfaces facing each other but coming in 


contact only at the ends. These grafts were not 
fastened in the cavity in any way except by suture 
of the skin over them and the application of a rather 
firm dressing. 

After the operation the leg was kept in a plaster 
cast for about a month. Successive roentgenograms 
made up to the twenty-seventh month showed that 
the cavities gradually became filled with newly 
formed bone. In the case of the young man a fistula 
developed because one of the grafts had been made 
too thick, but this healed up and the patient is now 
perfectly well and able to do military service. 

Mouchet, who reported these cases to the Surgical 
Society, agrees that the method described is per- 
haps the best procedure to fill osteomyelitic cavities 
and strengthen their walls, but he believes that 
Moiroud is rather too optimistic as to the results. 
He called attention to the fact that in a situation as 
badly infected as an osteomyelitic cavity an im- 
plant, however well applied, is in danger of under- 
going suppuration, and that years rather than 
months must elapse before the final result may be 
judged. Mouchet agrees with Moiroud that no at- 
tempt should be made to fasten the implants as 
fixation would only increase the danger of infection. 

Auprey G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Lance: The Construction of an Osteoplastic Sup- 
port in Congenital Luxations and Subluxations 
of the Hip (Constitution d’une butée ostéoplastique 
dans les luxations et subluxations congénitales de la 
hanche). Presse méd., Par., 1925, xxxiii, 945. 


The chief cause of the pain, fatigue, and limping 
in irreducible luxations of the hip is absence or de- 
ficiency of a bone support for the head of the femur. 
This is true also of subluxations and progressive 
luxations in which insufficiency of the upper rim of 
the acetabulum is responsible for the progressive 
and painful ascent of the head of the femur, and it 
explains why reduction cannot be maintained in 
many old luxations. 

Various attempts have been made to develop a 
method of holding the head of the femur in place. 
The author describes and shows by illustrations a 
method which he has worked out and has applied in 
eleven cases of his own and in two in which he aided 
Ombrédanne. Lance’s cases included four painful 
subluxations; three reluxations, two of which were 
painful; two reducible luxations with an insufficient 
acetabulum; and two painful irreducible hips. Lance 
believes that his method is indicated also for certain 
cases of paralytic hip, flail hip following osteomyeli- 
tis in early infancy with disappearance of the head 
and neck of the femur, and pseudarthroses resulting 
from fracture of the neck of the femur. 

The principle of the operation is the reduction or 
lowering of the head of the femur with forced abduc- 
tion of from 60 to 120 degrees. The limb is then 
kept in this position throughout the operation and 
the application of the plaster cast. The operation is 
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performed on a Hawley table in order that the pa- 
tient’s position can be changed without touching him. 

The first step of the operation consists in cutting 
from the tibiaa Delagéniére osteoperiosteal flap from 
18 to 20 cm. long and from 8 to 12 mm. broad, and 
then cutting this flap into three pieces each about 
6 cm. long. The second step is the forced adduction 
of the hip. A reversed L incision is then made, the 
upper branch of which follows the anterior crest of 
the ilium to the anterosuperior spine and then 
curves down the antero-external surface of the 
thigh between the tensor fascia femoris and the 
sartorius and then along the rectus femoris for a dis- 
tance of about 12 cm. When this incision has been 
completed the muscles are pushed aside until the 
upper point of insertion of the capsule is exposed, 
and then, with a Hennequin scissors, an arched in- 
cision, concave downward, is made around the 
acetabulum. The rim of the acetabulum is next 
pushed down until the finger can be inserted and the 
three bone grafts are inserted and modelled to the 
groove in the iliac bone. The grafts are so solidly 
wedged in that it is unnecessary to fix them. The 
wound is then closed and a plaster cast is applied 
fora month. At the end of two months the patient 
is allowed to walk. 

Under the weight of the head of the femur the 
thin bone grafts thicken and develop, and in a few 
months they form a mass of bone that can be pal- 
pated and demonstrated by roentgen examination. 

The author’s oldest cases were operated upon 
more than a year ago. In the subluxations, in which 
there was severe pain with considerable limitation of 
movement and almost complete ankylosis, the pain 
has ceased and movement is freer because of the dis- 
appearance of the muscle contracture. In the lux- 
ations and reluxations which were reduced, the 
reduction has been maintained, the stability of the 
joint is excellent, Trendelenburg’s sign disappears, 
the patient is able to stand on the limb without 
swaying of the trunk, there is no pain and much less 
fatigue on walking, and the shortening is reduced to 
that which is necessarily brought about by the 
flattening of the neck and head of the femur. 

In the non-reduced luxations the results are less 
brilliant, but the function of the limb has been con- 
siderably improved by the increased stability of the 
joint brought about by the bone support in the 
iliac fossa. The author believes that this improve- 
ment would probably be greater if the insertions of 
the gluteus medius and minimus had been trans- 
planted further down on the femur so as to place 
them under tension, as has since been done in one 
case. Auprrey G. Morcan, M.D. 


Wheeler, Sir W. I. DeC.: Some Practical Consid- 
erations in the Conservative Treatment of 
Fractures of the Pelvis and Lower Extremity. 
Lecture IV. Fractures About the Knee Joint. 
Lancet, 1925, ccix, 534. 

In the treatment of fractures of the patella the 
following points must be borne in mind: 
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1. In longitudinal and comminuted fractures 
bony union follows conservative treatment. 

2. Transverse fractures should be operated upon. 

3. Bony union of fragments is not always followed 
by a good functional result. 

4. In fractures near the ligamentum patella the 
knee joint may not be opened because of the reflec- 
tion of the synovia beneath the patella. 

5. Suture of the fractured patella should be done 
only under the most ideal conditions. 

In the conservative treatment of fracture of the 
patella the knee must first be rid of the effusion. 
Effusion may be overcome by firm bandaging and 
pressure. A caliper splint should then be applied 
for two months and later a knee cage to prevent 
flexion. ‘ 

In the operative treatment the author uses a fine 
loop of aluminum bronze wire which encircles the 
patella and passes through the quadriceps tendon 
and the ligamentum patella. Voluntary motion is 
allowed from the beginning. After two or three 
weeks the patient is allowed to walk with a cane, 
and in two or three months has full movement of 
the joint. 

In fractures of the tibial spine the knee is fixed 
with plaster for at least two months. Function is 
then resumed gradually. If the callus produces a 
bony block, it must be removed through a mid- 
patella incision. 

In Osgood-Schlatter disease the knee should be 
fixed in extension for several months. 

Fractures of the upper third of the tibia and fib- 
ula are treated by manipulation and fixation in a 
Thomas splint. 

In fractures of the lower third of the tibia and 
fibula the author manipulates the fragments with 
the knee flexed and then immobilizes the limb in 
plaster. In some cases sectional casts are used. 
Traction by means of a pin above the os calcis and 
internal fixation by Parham bands may be found 
necessary. 

Pott’s fractures are reduced by correction of the 
outward and posterior displacements. The foot is 
inverted and the knee flexed to relax the Achilles 
tendon. Fixation by plaster or a splint is continued 
for at least two months and the shoe then worn is 
elevated on the mesial margin. Protection by a 
brace should be given until the callus is firm. In 
cases of malunion, correction is obtained by 
osteotomy. 

In fractures of the astragalus, reduction is effected 
by manipulation with or without tenotomy of the 
Achilles tendon, and a cast is applied. Weight 
bearing is avoided for two months. In fractures of 
the os calcis the action of the calf muscles must be 
counteracted by placing the foot in the position of 
inversion. 

In conclusion the author expresses the belief that 
nearly all fractures can be treated more efficiently 
and safely by conservative means, and that open 
operation should be performed only as a last resort. 

Fremont A. CHANDLER, M.D. 
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Delagéniére, H.: Fracture of the Internal Sesamoid 
of the Great Toe; Mechanism and Treatment: 
Two Cases (lracture du sésamoide interne du gros 
orteil; méchanisme et traitement: deux observations). 
Bull. et mém. Soc. nat. de chir., 1925, li, 722. 


One of the author’s cases of fracture of the internal 
sesamoid of the great toe was that of a girl of 18 
years, and the other that of a woman of 43 years 
In both, the fracture was caused by a misstep in 
walking 

In hallux valgus the great toe is lifted up to a 
certain extent by the extensors, and in this slight 
displacement the short flexors, in the tendons of 
which the sesamoids are located, are stretched so 
that the sesamoids are held securely at the edge of 
the metatarsophalangeal joint. If the long flexor of 
the great toe then contracts, as for example in jump- 
ing, the entire weight of the body is thrown upon the 
sesamoid through the head of the metatarsal. The 
mechanism of fracture of the sesamoid is analogous 
to that of fracture of the patella. In the majority of 
cases, therefore, the fracture is indirect. 

Fractures of the internal sesamoid of the great toe 
are generally caused by a misstep in climbing or 
jumping or by direct injury of the foot which causes 
the short flexors and the muscles of the metatar- 
sophalangeal joint to contract. It is associated with 
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a sharp pain and slight local swelling. It makes 
walking difficult and prevents weight bearing on the 
sole of the foot. The joint can be moved passively 
without much pain, but active movement is almost 
impossible. On the sole of the foot at the site of the 
internal sesamoid a very painful spot is found. When 
the toe is moved there is a slight crepitation which 
suggests fracture. The nature of the condition is 
revealed by the roentgen ray. 

Generally the diagnosis is not made at the time of 
the accident. The fracture is then thought to be a 
sprain, and rest and massage are prescribed. After a 
time the patient becomes able to walk, but active 
movement of the foot continues to be painful. 
Various diagnoses are then made, such as arthritis, 
synovitis, exostosis, hallux valgus, chronic rheuma- 
tism, gout, etc. During this period a callus may 
form which improves the ability to walk, but the 
pain may recur as the result of walking, fatigue, or 
another traumatism. 

The only effective treatment is extirpation of the 
fractured sesamoid. This is a very simple operation 
which can be performed under local novocain 
anwsthesia. A small incision 2 or 3 cm. long is made 
on the inner border of the foot, the tendon of the 
flexor brevis is found, and the sesamoid is isolated 
and removed. Auprey G. Morcan, M.D. 











SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Pulford, D. S.: Neoplasms of the Blood-Lymph 
Vascular System with Special Reference to 
Endotheliomata. Ann. Surg., 1925, Ixxxii, 710. 


A histological study of the neoplasms of the 
blood-lymph_ vascular system of 290 patients 
treated at the Mayo Clinic in the sixteen years from 
1907 to 1922, inclusive, shows that 183 were angi- 
omata, nine were angio-endotheliomata, and eight 
were endotheliomata. Two hundred of the best 
preserved specimens were selected for report with 
full data and follow-up records. ‘The simple classi- 
fication mentioned seems adequate from the clinical 
standpoint as well as from the standpoints of 
embryology, morphology, situation of the tumor, 
and ‘reserve cell” diagnosis. 

In the embryo, endothelium is derived from mes- 
enchyme. In adult tissues, the same mesenchymal 
cell, lying invisible, is probably the reserve cell of 
endothelium. Endothelium is closely linked with 
fibrous connective tissue as mesenchyme is their 
common ancestor. This relationship does not pre- 
clude the existence of a specific tumor of endothe- 
lium which is distinct from a fibrosarcoma. 

The study of angiomata led to the recognition of 
the origin of the malignant tumors of this series 
from vascular endothelium, A case reported showed 
the change from benign to malignant in different 
stages. Specimens were removed at operation during 
a period of three years. Death finally occurred from 
metastasis and absorption from the growths. 

The original hypotheses seem to have been estab- 
lished. Blood-vascular and lymph-vascular angi- 
omata, while usually benign, are potentially malig- 
nant endotheliomata. An intermediate stage is 
represented by the angio-endothelioma which is re- 
latively benign but definitely malignant. Malignant 
endotheliomata of the blood-lymph vascular system 
are pathological entities. 

Just as a malignant tumor of the skin is recognized 
as a squamous-cell epithelioma by its differentiation 
into horny, protective epithelium, so may certain of 
the blood-lymph vascular tumors be recognized as 
endotheliomata by their differentiation into tumor 
blood vessels. 


BLOOD; TRANSFUSION 


Westman, A.: Morphological Changes in the Blood 
Following Irradiation Treatment of Carcinoma 
of the Uterus and Breast (Morphologische 
Blutveraenderungen nach radiologischer Behand- 
lung von Uterus- und Mammakarzinom). Acta 
radiol., 1925, iv, 220. 


After describing previous experiments on animals 
and clinical observations regarding the changes in 


the blood produced by irradiation the author reports 
his own experiences in cases of cancer of the uterus, 
most of which were treated with radium (about 
7,000 mgm. of radium-element hours divided into 
three treatments) and in cases of cancer of the breast 
which were operated upon and then given prophy- 
lactic X-ray treatment (nearly 1 skin unit dose in 
seven fields in the course of from seven to fourteen 
days). : 

The cases of cancer of the uterus are divided into 
four groups: (1) those with a good clinical prognosis 
and a satisfactory result; (2) those with a good 
prognosis but an unsatisfactory result; (3) those 
with an unfavorable clinical prognosis but a satis- 
factory result; and (4) those with a poor clinical prog- 
nosis and an unsatisfactory result. 

Examination of the blood in these cases showed 
that the erythrocytes and the haemoglobin were in 
fluenced very little by the therapeutic doses of the 
roentgen and radium rays. The white blood cells, 
however, were increased in number directly after 
the treatment. This increase was due to an increase 
in the number of the neutrophile polynuclear cells. 

The leucocytosis lasted for one or two days and 
was then followed by a more or less marked lcuco- 
penia as the result of a decrease in the number of 
both the polynuclear cells and the lymphocytes. The 
monocytes, the eosinophile and the basophile cells 
showed only slight and uncharacteristic variations. 
By one month after the series of treatments the 
blood had recovered. In the cases with an unsatis 
factory result the changes observed in the blood 
during relapse and cachexia were similar to those 
produced by the roentgen rays. 

The cases of breast cancer are divided into two 
groups: (1) those with satisfactory results, and (2) 
those with unsatisfactory results. In both groups, 
the roentgen-ray treatment was followed first by a 
brief leucocytosis and then by a leucopenia which 
was usually very intense and due to a decrease in the 
number of the neutrophile cells and lymphocytes. 
In the cases with a satisfactory result the blood 
recovered after from three to five months, and 
in those with an unsatisfactory result it did not 
recover. 

In the author’s opinion, the primary leucocytosis 
after the treatments depends upon several causes. 
One of these is the action of the toxins produced by 
the tumors under treatment, and another a change 
in the distribution of the blood in the organism due 
to certain reflexes of the vessels. Leucopznia is due 
to disease of the hamatopoictic organs. The lymph 
atic system is affected particularly. A study of the 
changes in this system may be of value in the prog- 
nosis since a lymphopwnia which persists after the 
treatments is to be considered a very grave sign. (Z). 
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LYMPH VESSELS AND GLANDS 


Carter, R. F.: Cervical Adenitis—A Surgical Con- 
sideration. Arch. Pediat., 1925, xlii, 627. 

Whatever the type of infection or its extent in 
cervical adenitis, it is necessary first to determine 
the portal of entry. If the blood stream is not in- 
volved, the infection in the lymph system is easily 
traced as the reaction is manifested along the nat- 
ural barriers, the lymph nodes. In the treatment, 
restoration of the defensive reaction of the lymph 
nodes is indicated. Therefore the lymph nodes 
should not be removed unless they become a focus 
or a portal of entry from which other regional lymph 
systems may become infected. 

Attention is directed to the importance of a knowl- 
edge of the surgical anatomy of the region and the 
avoidance of injury to major nerves and of-incisions 
made without regard to the arrangement of the 
muscles and the natural creases of the skin. 

Depressed scars are due as a rule to necrosis of 
the fat and fixation of the skin resulting from neg- 
lect in the opening of deep cervical abscesses. 

With few exceptions, the lymph nodes are be- 
neath or within the superficial division of the deep 
cervical fascia. ‘This arrangement prevents the 
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spread of an abscess to the superficial fat until it 
has become localized and makes drainage of the 
abscess a simple procedure. 

The type of treatment depends entirely upon the 
classification of the condition. The reactions to in- 
fection or its products may be classified as follows: 

1. Simple inflammation, acute and chronic. In 
acute simple inflammation resulting from affections 
of the skin or mucous membrane the treatment is 
directed toward the origin of the infection; the 
glands are not molested. In chronic inflammation 
the plan of treatment depends entirely upon the 
diagnosis. Removal of the focus is the primary step. 
Removal of the node is very seldom indicated. The 
X-ray is of value. Vaccinotherapy has a limited use. 

2. Acute purulent inflammation. This condition 
demands drainage. The author advocates the use 
of a gauze drain for forty-eight hours. 

3. Chronic purulent inflammation. This con- 
dition usually means that the focus of infection was 
not entirely destroyed or the entire node was not 
removed at the time of the original drainage. 

When infected nodes are properly treated, they 
do not present a very serious problem. ‘The cosmetic 
result is an important consideration. 

Suirtey C. Lyons, M.D. 








SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; best anesthetics are local anesthetics. Next, in de- 
POSTOPERATIVE TREATMENT creasing order of value, are ethylene and oxygen, 


nitrous oxide, and ether. Anrnony F. Sava, M.D. 
Thalhimer, W.: Poor Surgical Risks: Laboratory 
Assistance in the Preparation of Patients for Bertocchi, A.: Grafts of Fixed Skin (Innesti di pelle 
Operation and in Their Postoperative Care. fissata). Arch. ital. di chir., 1925, Xi, 445. 
J. Am. M. Ass., 1925, lxxxv, 806. Bertocchi performed sixty-five experiments in 
Thalhimer urges pre-operative treatment of grafting skin fixed in formalin or alcohol. Eighteen 
functional as well as of organic disturbances. Proper of the grafts were autoplastic, twenty-three homo- 
pre-operative care is of particular importance in the plastic, and twenty-four heteroplastic. The experi- 
cases of patients beyond middle age who are suffer- mental animals were rabbits. Ten per cent formalin 
ing from myocardial or renal insufficiency and pa- was used for fixation in one case and 60 to go per cent 
tients of any age who have some degree of anemia, alcohol in sixty-four cases. ‘The best results were 






































dehydration, alkalosis, or acidosis. obtained with 60 to 70 per cent alcohol which was 
The interpretation of the seriousness of cardiac used in 80 per cent of the experiments. 
lesions is essential. The author believes that it is The skin was removed from the abdomen or the 


erroneous to consider an organic cardiac lesion more _ inside of the thigh, disinfected with alcohol, washed 
serious than a functional lesion. The intensity of a with physiological salt solution to remove the 
heart murmur may be disregarded if there is com- blood, and’ then placed in the alcohol for from 
pensation. Unless the patient has a severe aortic twenty-four to thirty-three hours. The length of 
lesion, other valve lesions are not attended by undue this immersion made no difference in the results. 
risk as long as the myocardium is functionating An oblong piece of skin varying from 1 by 1 to 9 by 
properly. Most postoperative cardiac deaths are in 314 cm. was then removed from the rabbit’s ear and 
reality postoperative renal deaths. a piece of the fixed skin of corresponding size was 
In addition to the usual methods of determining put in its place and fastened lightly with fine silk 
the cardiac reserve, the electrocardiograph should be sutures. ‘The size of the grafts made no difference in 
used. Any patient showing electrocardiographic _ the results. 
lengthening of the conduction time should be digital- The grafts were examined macroscopically and 
ized before operation as otherwise severe cardiac microscopically after periods of from three to three 
exhaustion may ensue twenty-four hours after the hundred days. The histological findings at the 
operation. Unsuspected myocardial insufficiency different periods are given in detail and illustrated 
may be revealed only by the electrocardiogram. with photomicrographs. The grafts took very 
Adequate renal function is of great postopera- quickly. Within ten hours they showed slight 
tive importance. Most patients with a high blood odema and signs of inflammation. Within twenty- 
pressure show subnormal renal function after opera- four hours marked hyperamia in the host around 
tion. The Mosenthal test is the simplest. The phe- the graft and an area of intense vascularization for 
nolsulphonephthalein test is useful in some cases a distance of 12 cm. were noted. At the end of two 
but not in all. The blood chemistry is of great days the graft seemed to be fixed to the underlying 
significance. Diuresis is best aided by giving suffi- tissue. Gradually its peripheral part became cov- 
cient fluids. The diuretics are essentially adjuvants. ered with epithelium from the host and so intimately 
Fluids are given most easily and safely to very sick connected with it that it was difficult to distinguish 
patients by the intravenous route. This method ob- between them. Cells from the host penetrated along 
viates nausea and vomiting and is far less painful the fibers of the graft until the tissue was recon- 
than hypodermoclysis. structed. It was impossible to say definitely whether 
Another factor of importance in the care of pa- the graft formed an integral part of the new tissue. 
tients who are poor surgical risks is adequate car- Certainly a part of it underwent granular degenera- 
bohydrate nourishment. One hundred grams of _ tion and was carried away by phagocytic cells, but a 
dextrose in a 5 or 10 per cent solution may be given _ part of it was still evident after from thirty to forty 
daily by intravenous injection. As glucose is second days, and had re-acquired itsoriginal staining proper- 
only to water as a diuretic, another benefit besides _ ties, and was revivified by many fibroblasts. 
nourishment is derived from its administration. It was difficult to follow this revivification. At 
Acidosis and alkalosis should be treated. The about the fiftieth day the graft could not be dis- 
Van Slyke test and the Cullen test of hydrogen-ion tinguished from the new connective tissue. The 
concentration are the best available indicators. The peripheral part of the graft bore hair resembling the 
anesthetics of choice for operation are those that normal hair of the animal. Its central part became 
are least apt to create or increase an acidosis. The mummified and cast off. The zone immediately ad- 
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jacent to the peripheral zone was whitish and cov- 
ered with a rather thick epithelium. The central 
zone, extending over about half the area of the graft, 
was covered with a bright red, delicate, and soft 
epithelium. It was impossible to say whether the 
skin follicles which formed the hairs in the periph- 
eral zone were those of the graft or were recon- 
structed from the host’s tissues. 

In conlusion the author states that grafts of 
skin fixed in the manner described should be tried 
in cases in which autoplastic grafting is impossible, 
for even if there is not a true growth of the grafted 
skin gradual reconstruction of skin from the host’s 
tissues occurs under the guidance of the fibers of the 
fixed tissue and undoubtedly with the use of some 
of the constituents of this tissue. 

Auprey G. Morcan, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Regard, G. L.: The Protective Action of the Ultra- 
violet Rays Against Infection (L’action pré- 
servatrice des rayons ultra-violets contre l’infection). 
Bull. et mém. Soc. nat. de chir., 1925, li, 803. 

Van Lier and Bazy: A Note on the Use in Clinical 
Surgery of the Ultraviolet Rays as a Unique 
Method of Sterilization: 800 Irradiations in 
the Course of Operations Performed Without 
Any Asepsis (Note sur l’emploi en chirurgie humaine 
des rayons ultra-violets comme unique mode de stéri- 
lization: A propos de 8oo irradiations au cours d’opéra- 
tions faites sans aucune asepsie). Bull, et mém. Soc. 
nal. de chir., 1925, li, 803. 


REGARD states that the ultraviolet rays are bac- 
tericidal and may be used for the sterilization of 
cultures in the preparation of vaccines. They kill 
the tetanus bacillus and cholera vibrio in a few 
seconds. In man, they cause reddening and des- 
quamation of the skin, a very painful conjunctivitis, 
and an ophthalmitis which may result in blindness. 
A burn appears from five to six hours after the 
exposure. 

According to Saidman, the strength and the 
quantity of the rays are uncertain. An old lamp 
yields a smaller quantity of the rays than a new one. 
After the lamp is lit, some time elapses before the 
maximum constant ray is emitted. The actino- 
sensitiveness of different subjects and tissues is not 
known. Hence the use of the same distance and 
time with a lamp previously employed may produce 
different results. 

In twenty-six experiments on the sterilization of 
the peritoneum with the ultraviolet rays Chaton 
obtained only six favorable results. He therefore 
concluded that the rays are too feebly effective and 
uncertain in their action and too apt to burn to be 
of much value. 

In Regard’s experiments, radiated wounds in the 
skin of frogs healed in from twenty-five to thirty 
days, while unrayed wounds healed in from eight to 
ten weeks. Radiated skin wounds in rabbits and 


guinea pigs that were handled with dirty fingers and 
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closed with unsterile silk sutures healed by primary 
intention, while unrayed wounds closed about as 
quickly but showed suppuration. In fractured ribs, 
the wounds healed primarily, but the callus of the 
radiated wounds was cartilaginous while that of the 
unrayed wounds was fibrous. 

In experiments on the peritoneum and abdominal 
organs in which Regard operated with unwashed 
hands at times soiled with pus and with unsterile 
instruments, employed sutures moistened with saliva 
(pneumococcus), left the operative field exposed to 
the animals’ hair, and applied no postoperative 
dressing, all of the control animals died within from 
two to twenty days. On the rayed animals he per- 
formed cither a simple laparotomy and bathed the 
viscera in non-sterile water or did a gastro-intestinal 
resection without any precaution to prevent soiling 
from the gastro-intestinal contents. In the radiated 
animals another resection was done from fifteen days 
to three weeks later. 

In cases in which bone grafting was done the live 
grafts were not eliminated by the eighth, ninth, 
fourteenth, sixteenth, and eighteenth days, while 
dead grafts (preserved in alcoho!) were tolerated for 
eight days in four cases and for eighteen days in 
three cases. 

Regard concludes that in the cases of rabbits and 
guinea pigs the ultraviolet rays stimulate tissue 
activity, favor rapid cicatrization, and allow experi- 
mental surgery without other measures to obtain 
asepsis. He believes that the mercury lamp has be- 
come indispensable in the experimental laboratory. 

In clinical cases Regard attempts to produce a 
hyperemia of forty-eight hours’ duration by making 
a two- to three-minute exposure at a distance of 40 
cm. A hyperamia of shorter duration is less effec- 
tive, while an exposure of longer duration is associ- 
ated with the danger of causing a burn. The shorter 
the distance the shorter the exposure should be. 
Regard emphasizes the time of the exposure more 
than the appearance of the tissues. 

In VAN Lier’s operative technique, lamps of 
5,000 candle power or less are connected with a 
rheostat to permit gradation of the intensity of the 
light according to the time required for the opera- 
tion. ‘wo lamps are directed horizontally to steri- 
lize the air over the instruments and over the patient 
and a third lamp is focused on the operative field. 
Other sources of light are eliminated in order to 
permit accurate appreciation of the color changes in 
the tissues. The lamps give sufficient illumination 
for the operation. 

The surgeon is protected by his clothing, a linen 
mask, and goggles. The skin of the hands is so thick 
that it does not require protection and its exposure 
during the operation assures its sterilization. Rubber 
gloves are not worn as they are inflammable. ‘The 
patient is given no special preparation for asepsis. 
The instruments are sterilized only by irradiation 
before and during the operation. The operative field 
is limited as usual, but not necessarily by sterile 
material. 
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First, the instruments and the surgeon’s hands are 
rayed. After the operation has been begun, the 
surgeon keeps his hands continually in the light. 
The patient’s skin is rayed to the limit of tolerance. 
Dry skin reacts more quickly than moist skin. The 
muscles, peritoneum, and other tissues have the same 
reaction as the skin but the time of reaction varies. 

During closure of the wound the different tissue 
planes are radiated. The cutaneous suture is rayed 
until it is covered by a slight film which, in Van 
Lier’s opinion, indicates the beginning of cicatriza- 
tion. 

The entire operative field is flooded with ultra- 
violet light continuously throughout the operation. 
The intensity of the light is regulated according to 
the estimated duration of the operation. Since 
there is as yet no exact method of measurement, the 
radiation is controlled by the color reaction of the 
tissues which must be known for each tissue. 

During the war, Van Lier used the ultraviolet 
light technique without an accident in about 800 
clinical cases, including operations for appendicitis 
and hernia, amputations through healthy tissue, 
operations for infected fractures, intestinal resection, 
and the extraction of foreign bodies from muscle, the 
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lungs, and other organs, and many operations on the 
skull and brain. The light was always well borne by 
the patient. Gassed patients were not unfavorably 
affected by it. The operative instruments were used 
for many cases on the same day without intermedi- 
ary sterilization. 

Van Lier uses radiation throughout the operation. 
Maximum radiation is employed in order to obtain 
complete sterilization. The dosage is varied accord- 
ing to the requirements of the particular case. Over- 
dosage may have severe sequel which are mani- 
fested from six to eight hours after the operation and 
may be fatal. Because of the seriousness of a burn, 
Van Lier warns against the irradiation of internal 
organs without a knowledge of the technique of 
ultraviolet irradiation and of the color changes pro- 
duced in the tissues. 

According to Van Lier, the operative radiation is 
of value as a possible substitute for the usual meas- 
ures employed to obtain asepsis, as an additional 
safeguard to surgical asepsis, and as a method of in- 
creasing the resistance of the tissues to infection, 
simplifying the postoperative course, improving the 
general condition, and hastening cicatrization. 

‘ Water C. Burkert, M.D. 
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ROENTGENOLOGY 


Leddy, E. T., and Weatherwax, J. L.: The Roentgen 
Treatment of Advanced Cancer. Radiology, 
1925, V, 275. : 

The problems attending the roentgen treatment 
of cancer have become increasingly involved. The 
experimental evidence and clinical observations are 
often contradictory. There is no agreement regard- 
ing dosage units, the stimulation effect of small 
doses, or methods of dividing doses. 

Notwithstanding this confusion, radiation therapy 
is one of our best weapons against a hopeless disease. 
In advanced cancer it is indicated for palliation. 

Cuartes H. Heacock, M.D. 


Doub, H. P., Bolliger, A., and Hartman, F. W.: 
Metabolic Disturbances Following Deep Roent- 
gen-Ray Therapy. J. Am. M. Ass., 1925, |xxxv, 
1290. 

Intense irradiation causes such systemic reactions 
as nausea, salivation, vomiting, malaise, chills, and 
fever. These usually begin within the first hour, last 
for from several hours to several days, and are ac- 
companied by complete loss of the appetite. They 
occur most commonly and strongly after irradiation 
of the abdomen, pelvis, and chest, and to a lesser 
degree after irradiation of other parts. The authors 
give the various theories which have been advanced 
to explain the disturbances and discuss the rationale 
of the treatment based upon them. Sufficient work 
has not yet been done to establish the metabolic 
changes produced by the roentgen ray, and no work 
has been done to find how these metabolic changes 
are altered by the various agents which have been 
advocated. 

In a preliminary communication the authors sug- 
gested that at least the immediate systemic symp- 
toms might be due to strong organic bases and other 
toxic decomposition products evolved from the 
nuclear injury or destruction. They found that the 
compensatory acidosis following the initial alkalosis 
usually protected the patient against severe reac- 
tions on the second day. Ina small series of patients 
and dogs it was demonstrated also that the immedi- 
ate illness might be counteracted by substances 
which in physical and biological systems protect the 
cell by decreasing its permeability, namely, ether, 
morphine, and calcium salts. 

This article is based upon a continuation of the 
authors’ previous work for the further investigation 
of alkalosis, investigation of the possible respiratory 
origin of this alkalosis, and investigation of various 
agents to alleviate the illness. The experimental 
work is described in detail and the results are tab- 
ulated. The results confirm the authors’ previous 


findings that the early and persistent change after 
deep roentgen-ray therapy is an alkalosis. This ap- 
pears primarily in the irradiated tissues and is more 
marked there than in the plasma. It is not the result 
of increased tissue oxidation. 

Among the agents investigated as to their effect 
in combating the acute illness were hydrochloric 
acid, ammonium chloride, sodium chloride, calcium 
lactate, calcium chloride, and morphine. These 
were used alone or in combination. The first three 
had practically no effect in alleviating the disturb- 
ances. The others, especially morphine, not only 
counteracted the clinical symptoms but also main- 
tained the metabolic processes of the body at a nor- 
mal level despite the irradiation therapy. Some of 
the animals receiving calcium lactate, calcium chlo- 
ride, and morphine before and after the roentgen- 
ray therapy lived through the acute illness and 
survived for months, while the control animals 
died in from four to six days. 

Apoteu Hartunec, M.D. 


MISCELLANEOUS 


Cecil, R. L., and Hansson, K. G.: Physical Therapy 
in Chronic Arthritis: Its Uses and Limitations. 
Med. Clin. N. Am., 1925, ix, 277. 

In the more acute forms of arthritis, physical 
therapy relieves the pain, reduces the congestion, 
and hastens the absorption of the inflammatory 
exudate. In the chronic forms it acts as an ano- 
dyne, increases the blood supply to the part, accel- 
erates the local and general metabolism, loosens 
up adhesions, and stimulates the muscles sup- 
plying the part. In degenerative arthritis it is of 
great value in softening the tissues, preventing 
atrophy and loss of function, and preventing or 
relieving contact. 

There are several limitations to physical therapy. 
No permanent relief can be expected until the cause 
of the condition is removed. In advanced ankylosis, 
the benefits of the treatment are limited. When 
marked deformity has already occurred it is usually 
impossible to restore the joint to normal. Physical 
therapy will rarely remove bony exostoses. Success- 
ful results depend in large measure upon the skill 
and experience of the operator. It should be remem- 
bered that in cases in which physical therapy does 
not result in a permanent cure it may give great 
temporary relief. LLEWELLYN R. LEwis, M.D. 


Jones, C. E. M.: The Clinical Aspect of Light. 
Brit. M. J., 1925, ii, 500. 


From the clinical aspect the two conditions in 
which light treatment has been found of greatest 
value are rickets and non-pulmonary tuberculosis. 
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Children and animals suffering from rickets can be 
cured in a few weeks by exposure to light for a few 
minutes daily. The deficiency in calcium and phos- 
phorus, which is demonstrable by the roentgen ray, 
is corrected. As an auxiliary treatment in non- 
pulmonary tuberculosis exposure to light is of the 
greatest value. In suitable cases it produces a feeling 
of exhilaration and well being and increases metab- 
olism. 

The benefit derived from sun treatment seems to 
be associated with the power of producing pigmenta- 
tion. The exposures should be carefully graduated 
in order to avoid overexposure with resulting de- 
pression and collapse. Patients treated in this man- 
ner are relatively free from the muscular wasting 
commonly associated with tuberculosis of bones and 
joints. 

In artificial light treatment the part played by 
local treatment is of far greater importance. The 
carbon arc may be employed with caution in the 
treatment of patients of the non-pigmenting type 
who cannot be exposed to natural sunlight. Cases of 
lupus, scrofuloderma, skin tuberculides, tuberculous 
cervical adenitis, sinuses, etc., are greatly benefited 
by local treatment by light relatively rich in ultra- 
violet rays. 

Heliotherapy is contra-indicated in cases without 
pigmentation, those with pyrexia, cases of marked 
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amyloid disease, and the cases of acutely ill and very 
young or old persons. LiEewettyn R. Lewis, M.D. 


Dixon, W. E.: The Action of Light. Brit. M.J., 1925, 
ii, 499. 


Ultraviolet rays have a more rapid vibration and 
occupy a much greater portion of the spectrum than 
visible rays. Beyond them are the X-rays and the 
gamma rays of radium. 

The local effect of light is an erythema followed by 
oedema. There is clear evidence that non-bactericidal 
substances such as hematoporphyrin and “ quinoi- 
dine” which are fluorescent may be rendered bacteri- 
cidal by the influence of light, and that when they 
are present in the system they may render the animal 
supersensitive to light. 

As the result of the general action of light, metab- 
olism, the absorption of oxygen, the carbonic acid 
output, and the excretion of nitrogen are increased. 
The specific action of ultraviolet light influences the 
storage and equilibrium of calcium and phosphorus. 
Hess thinks that the curative effect of ultraviolet 
light in rachitis in man is due to the activadion of the 
cholesterol in the superficial layer of the skin. 

In conclusion Dixon states that sunshine is not a 
panacea and that many cases are unsuitable for 
heliotherapy, particularly those of neurotic and high- 
ly reflex patients. LLEWELLYN R, Lewis, M.D. 





MISCELLANEOUS 


CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Dawson, J. W.: The Melanomata, Their Morphol- 
ogy and Histcgenesis. [dinburgh M. J., 1925, 
XXXxii, 507. 

The term ‘“‘melanoma”’ should be used to desig- 
nate the specific character of the cell which gives 
origin to the tumor. Melanin pigment formation 
is a specific function of a cell. The term ‘‘ melan- 
oblast” expresses this distinctive function and im- 
plies that the cell maintains the ability to produce 
pigment throughout its existence and transmits that 
ability to its descendants. The term ‘‘ melanophore” 
or “chromatophore’”” means a cell that merely 
transports the pigment but does not produce it. 

Pigment formation in the skin is characteristic of 
the basal cell layer of the rete malpighii. 

The ‘benign melanoma” or ‘‘ pigmented navus’ 
consists essentially of a localized area of pigmented 
basal cells with the so-called “ naevus cells” arranged 
in groups or columns in the upper corium. ‘“he 
question of the origin of these cells is related not 
only to the malignant melanoma, but also to the 
pigment cell. 

The genetic process in a quiescent navus has been 
traced from the localized area of pigmentation of 
the basal cells through a series of cell transformations 
occurring in those cells to the formation of intra- 
epithelial cell nests. In these intra-epidermal forma- 
tions the epithelial cell, having lost its intercellular 
fibrils, becomes detached and actively proliferative 
and assumes a spindle or star-shaped form until 
finally the cell group or its component cells brea! 
through the transition zone between the epidei nis 
and corium, leaving the superficial layers to heal up 
while they themselves migrate and settle in the 
upper corium where they undergo regressive proc- 
esses and become the atrophic cells of the navus. 
They have arisen, however, as melanoblasts and 
remain potential melanoblasts, though they become 
depigmented and give up their pigment to chromat- 
ophores on the periphery of the cell groups. 

In this way a macular nevus is formed, and wy 
proliferation of the navus cells in the papillae and 
by hypertrophy of the connective tissue, a finely 
mamillated appearance may be given to the macule 
or nodule. The distinction between such a naevus 
and a warty or papillary nevus is only one of degree. 
The papillary type may be very exaggerated or the 
growth may follow various developmental lines of 
the body and form a linear nevus. In other cases it 
may be a diffuse formation with scattered nodules or 

arty projections. All types may be hairy and show 
more discrete and deeply pigmented spots. In their 
further evolution, the great majority of the quiescent 


nevi undergo regressive changes which lead to 
fibrosis. 

The simple melanomata, therefore, are » gard d 
as having their origin in early life or at puberty in 
the basal cells of the surface epithelium or ret 


epithelial processes. ‘These basal cells, losing their 


essential epithelial morphological characters, mi 
grate into the corium, where they retain their func 
tional capacity to produce melanin. 

The malignant melanomata have an origin usually 
in benign pigmented navi. The tumor cells arise 
from two sources: (1) proliferation of the original 
nevus cells embedded in the corium, and (2) the 
cells of the surface epithelium and its interpapi lary 
epithelial processes, by a scries of trans‘ormations 
analogous to those traced in the genesis of a simple 
naevus. 

The phases of the epithelial cell transformation 
which lead to the different types of pigmented malig- 
nant tumor—melanocarcinoma, sarcoma, endo- 
thelioma, perithelioma, and fibrosarcoma—can_ be 
followed. In all of the cases studied the cell of the 
end-result was shown to be derived from the pro- 
gressive changes in an epithelial cell. These further 
changes represent the detachment of the basal cells 
with a loss of their fibrils; their proliferation and 
assumption of polymorphism; the intra-cpithelial 
cell group formation; the penetration into the corium 
of the polymorphic cell with retention of the char- 
acteristic epithelial nucleus, ard for a time its intense 
pigmentation; and finally, th — snetration into the 
deeper tissues of cells varying » their redifferentia- 
tion in proportion to the intensity of their prolifera- 
tive activity. 

The entire absence of cell hanges in the corium, 
except those of an inflam: atory kind, until the 
intra-epithelial cell nests ave ruptured into it, 
indicates that these tumor ‘Ils, pigmented and non 
pigmented, are of epiderm. origin, and this inter- 
pretation bears evidence of the amazing power of 
anaplasia or dedifferentiation nd later redifferentia 
tion of the epithelial cell 

The whole cell comple . has arisen from the 
proliferation of the orig al nevus cells and from a 
genetic process in the surface epithelium is now lying 
free in a connective tis*ue stroma, covered by a thin 
layer of the surface cells of the epidermis which has 
not shared in the genetic process. The epidermis ad 
joining the tumor area shows all stages of the genetic 
process, and as the cc_.s of the intra-epithelial groups 
are often deeply pigmented, the varying degree of 
pigmentation of th: skin around the tumor is an 
index of the intensity of this process. 

The ocular melauomata show the same variation 
in the type of cell. The histogenesis of the epibulbar 
tumors is that of the tumor cell in the cutaneous 
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The presence of pigmented basal epithe- 


‘elanoma. 
m or of nevus cells in the episcleral tissue and 
ir subsequent proliferation may be postulated. 

basal cells over a segment of the scleral con- 


iva undergy a series of transformations—pig- 
en.ation, detachment, polymorphism—which re- 

‘tan the formation of intra-epithelial cell groups, 
an the further stages are those of penetration of the 
polym phic cells between the dissociated layers of 
the sclc a and cornea. 

The pigmented tumor in the uveal tract, however, 
must have its origin in pigmented branching cells 
in the choroid or the hexagonal cells of the pig- 
mented layer of the retina. The choroidal pigmented 
tunors may show either a marked uniformity or a 
diversity in structure, but all arise from cells which 
have their origin in the pigmented cells of the retina. 
In late embryonic life these cells migrate into the 
outer layers of the choroid and there become stabi- 
lized as branching amocboid cells. 

As far as is known, the cell forms the pigment 
synthetically —not from the blood in the sense that 
blood pigment is required to form melanin, but from 
material obtained from the lymph spaces which it 
changes into melanin. This change is due to the 
action upon certain derivatives of albuminoid char- 
acter of an intracellular ferment (oxydase) which is 
formed by the cell as its specific activity. The pig- 
ment is therefore an intermediary preduct of 
special metabolic function of the cell. The oxydase 
acts on melanogen, the colorless mother substance 
of melanin. Melanin is closely allied to adrenalin, 
and both are probably pyrocatechol derivatives. 
There may be two causes for increased pigmentation 
of the skin: (1) an increase of the intracellular fer- 
ment, as when a stimulus causes the pigmented cells 
to proliferate; (2) a” increase of the chromogenic 
mother substance st is is postulated in Addison’s 
disease when the suprarenals cannot take up the 
mother substance common to both adrenalin and 
melanin and the excess 
as melanogen. 

The pigmented mole, :zvus, or benign melanoma, 
which is the usual origin f the malignant melanoma, 
occurs most frequently © | the face, neck, and back. 
The pigmented nevus may be present at birth, but 
in only one-third of the author’s cases in which a 
malignant melanoma as present could a history 
of a “birth mark” | ‘ed, though many of the 
patients stated that a had been present for 
many years. 

Malignant change may be spontaneous, but usual- 
ly follows a trauma or repeated irritation. The pig- 
mented naevus becomes slightly enlarged and _ ul- 


ollects in the epidermal célis: 


cerates superficially, with frequent haemorrhages and 
subjective symptoms. The spread of the growth at 
this stage may be checked by wide extirpation. If 
this is not done or is done incompletely, the tumor 
spreads centrifugally, chiefly in the plane of the deep 
fascial lymphatic plexus. Therefore, for even a small 
pigmented nevus, the operation must include, when 
possible, a wide margin of uninvolved skin and a dis- 
section of the deeper subcutaneous fat and deep 
fascia. If operation is performed too late, there may 
be a rapid local recurrence, subcutaneous miliary 
nodules may appear in the area of the lymphatic 
paths draining the site of the primary growth, and 
there may be marked enlargement of the regional 
glands. 

Generalization from the. glands may be relatively 
slow. It takes place by the invasion of a vein, by 
direct involvement of the thin-walled capillaries, and 
by way of the thoracic duct. The average time of 
generalization is three years from the appearance of 
signs of malignancy in the primary growth, but the 
latent period may be much longer, especially in 
cases of intra-ocular melanomata. 

Melanuria is due to the excretion of pigment 
granules or pigmented tumor cells through the 
glomeruli. With few exceptions, it indicates the 
presence of a melanoma. 

The extreme gravity of nevi situated at the heel, 
at the costal margins, and on the ear must be em- 
phasized as in these sites they are exposed to frequent 
irritation. All pigmented navi on sites exposed to ir- 
ritation and all pigmented nevi that show signs of 
irritation should be widely excised. 

SamMueL Kaun, M.D. 
Schereschewsky, J. W.: Cancer Mortality in the 
Ten Original Registration States: The Trend 
for the Period 1900-1920. J. Am. M. Ass., 1925, 
Ixxxv, 1175. 

After a study of the mortality rates of the ten 
cris ‘nal registration states (Connecticut, Indiana, 
Ma.ne, Massachusetts, Michigan, New Hampshire, 
New Jersey, New York, Rhode Island, and Ver- 
mont) for the period from 1goo to 1920, the author 
draws the following conclusions: 

1. There has been a pronounced increase in the 
observed death rate from cancer in persons 40 
years of age or over in these districts. 

2. Part of this increase (30 per cent) is due to 

“ater accuracy in the filling out of death returns. 

3.. The remainder is an actual increase resulting 
in a death rate between 25 and 30 per cent higher 
than the rate twenty-one years ago. 


Joun J. MAtonry, M.D. 
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